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N the following report I have analyzed and 
made brief comment upon all the cases of 
non-malignant disease of the stomach 
which I had operated upon up to Septem- 

ber, 1906. For convenience of description the 
cases are arranged in four groups: 


GROUP I 

3 Opera- | Recov- | peaths 
ro) tions | eries 
1 | Cases of perforating ulcer... . 27 18 9 
2 | Cases in which recurrent hem- 

orrhage was the cause of im- 

mediate operation ........ 33 27 6 
3 | Miscellaneous cases, given in 

248 246 2 
4 | Hour-glass stomach ......... 26 22 4 


Perjorating Ulcer of the Stomach or Duodenum 


The perforation of an ulcer of the stomach is 
a catastrophe which, in my experience, never 
comes unannounced. In all patients there has 
been trouble, of a greater or less degree of sever- 
ity, from the ulcer. In many of the patients 
the symptoms have persisted for months, and in 
some they have been of greater severity in the 
weeks or days preceding the rupture of the 
ulcer. 

When perforation occurs, there is a sudden, 
agonizing pain, a pain which almost reaches the 
limit of human endurance. But there is neither 


shock nor collapse, asa rule. The pulse at the 
first is not rapid, and the abdominal muscles 
may not be rigid. It is as well to insist upon 
these points; for, now that the surgeon is asked 
to see these cases almost immediately after the 
occurrence of the perforation, delay may be con- 
sidered necessary if the pulse-rate is not quick- 
ened, and if collapse and rigidity of the abdom- 
inal muscles are absent. Exquisite tenderness 
of the skin I have always found. The least 
stroking of the surface with the finger is re- 
sented. Tenderness and pain on pressure, 
though general, are often present in a greater 
degree at one part than at another. So con- 
stantly is this the case that a careful examina- 
tion of the abdomen will almost always permit 
of an accurate localization of the position of the 
ulcer which has ruptured. The onset of those 
symptoms formerly considered as necessary to 
a diagnosis — collapse, abdominal distention, 
rapidity and smallness of pulse — should not 
bejallowed to develop. A diagnosis can be 
made from the history of ulcer, the sudden 
onset and the continuance of intolerable pain, 
restriction of thoracic movements, surface ten- 
derness, and abdominal rigidity, or restriction 
of the normally free abdominal movements. 
Early operation is indicated in all cases of 
perforation. The incision should be made to 
left or right, according to the position of the 
ulcer as ascertained by examination. The 
ulcer should be closed and infolded; excision 
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is not necessary. If the ulcer be near the py- 
lorus (on either side), and if its closure is at all 
likely to cause an obstruction, or if a second 
ulcer can be seen in the vicinity of the pylorus, 
then gastroenterostomy should be performed; 
in other cases it is not necessary. Drainage is 
necessary only in the late cases. When neces- 
sary, it should be conducted through a supra- 
pubic incision, and the sitting posture be in- 
sisted upon afterwards. 

Record of Cases. I have under my care 27 
cases of perforating ulcer of the stomach or 
duodenum. In these 27 cases there were 18 
recoveries (66.6 per cent) and g deaths (33.3 
per cent). There were 10 cases in which a 
duodenal ulcer had perforated, and 17 in which 
a gastric ulcer had perforated. In the first 
1o cases there were 6 deaths; in the last 17 
cases there were 3 deaths. 

The ages of the patients varied from 17 to 44. 
The cases of gastric ulcer were 17 in number. 
Of these, 3 were males, aged 29, 23, and 24; 
14 females, of average 27;',. The cases of 
duodenal ulcer were 10 in number. Of these, 
5 were males, aged 44, 25, 22, 29, 40; 5 females, 
aged 17, 17, 25, 29, 38. 

The perforation was found on the anterior 
surface of the stomach in 15 cases; on the pos- 
terior surface, in 2 cases. 

In one of my cases a perforating ulcer on the 
anterior surface was found at the operation; 
it was closed in the usual manner; the patient 
died, and at the post-mortem examination a 
second perforating ulcer was found on the pos- 
terior surface at a point immediately behind 
the anterior ulcer (“kissing-ulcers’’). 

In another case, a gastric ulcer was found on 
the anterior surface, near the lesser curvature; 
it was closed by suture, and the patient did well 
until the eleventh day, when she was seized 
with a sudden agony, and died in 14 hours. 
At the post-mortem, the gastric ulcer was found 
to be soundly healed; a duodenal ulcer was 
perforated. 

In another case, two ulcers were found to 
have perforated; both were on the anterior sur- 
face, about 14 inches from each other. 

In one case the perforation occurred in the 
center of an hour-glass stomach, and gastro- 
plasty had to be performed. In the 10 duo- 
denal cases, the perforation was found in the 
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first portion g times; in the beginning of the 
second portion once. In 6 cases in the whole 
series, gastroenterostomy was performed im- 
mediately after the closure of the perforation ; 
in 5 of these cases recovery followed. In 2 
cases the subsequent performance of gastro- 
enterostomy has been necessary, owing to the 
persistence of symptoms due to the ulcer or to 
the scar left by it. There were, therefore, 18 
cases of recovery from the perforation; in 5 of 
these, gastroenterostomy had been performed, 
and in 1 gastroplasty for an hour-glass stomach; 
of the remaining 12, 2 subsequently suffered 
to such an extent as to necessitate the perform- 
ance of a second operation— gastroenterostomy. 

The present condition of all the patients in 
this series is perfectly satisfactory. 


GROUP 2 
Hemorrhage Cases 


The classification of cases of hemorrhage 
from gastric or duodenal ulcer, which I pro- 
posed in a paper read before the American 
Surgical Association in 1903, is that which I 
still adopt. Hemorrhage may occur in acute 
ulcer or in chronic ulcer. Hemorrhage from an 
acute ulcer is characterized by spontaneity, 
abruptness of onset, the rapid loss of a large 
quantity of blood, the marked tendency to 
spontaneous cessation, the infrequency of a 
repetition of the hemorrhage in anything but 
trivial quantity, and the transience of the re- 
sulting anemia. 

Hemorrhage from a chronic ulcer may be 
divided into four classes, the characteristics of 
which are, briefly: 

1. The hemorrhage is latent or concealed, is 
always trivial, and often inconspicuous. 

2. The hemorrhage is intermittent, but in 
moderate quantity, occurring spontaneously 
and with apparent caprice at infrequent in- 
tervals. The life of the patient is never in 
jeopardy from loss of blood, though anzmia is 
a persisting symptom. 

3. The hemorrhage occurs generally, but 
not always, after a warning exacerbation of 
chronic symptoms. It is rapidly repeated, is 
always abundant; its persistence and excess 
cause grave peril, and will, if unchecked, be the- 
determining cause of the patient’s death. 
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4. The hemorrhage is instant, overwhelming, 
and lethal. 

In acute ulceration, under which term prob- 
ably many different conditions are included, 
operation is never necessary. In chronic ulcer- 
ation, hemorrhage is the cause of urgent opera- 
tion only in those cases included in Group 3. 
It is the repetition of the hemorrhage in in- 
creasing quantity and at decreasing intervals 
that is the cause, the only cause, demanding 
operation for its instant relief. 

When operation is undertaken, the surgeon 
should have in view as his immediate object the 
securing of the vessel which is bleeding. If the 
vessel can be found, and if it is accessible, it 
should be ligatured. But this counsel of per- 
fection cannot always be followed; for there 
may be more ulcers than one in the stomach, 
and evidence as to which is the offender is lack- 
ing; or no ulcer may be discoverable; or the 
ulcer, when found, may be of such size and so 
indurated that a large tumor is formed in the 
stomach or duodenum (in one of my cases 
there was an inflammatory mass as large as a 
billiard-ball), a tumor of such size that its re- 
moval would involve a serious and prolonged 
operation unsuited to the patient’s weak con- 
dition. In place of the ligature of the bleeding 
vessel, the incision of the ulcer may be per- 
formed. This is certainly preferable; but a 
far simpler method — one I have adopted on 
many occasions — is to infold the ulcer with a 
double row of sutures in exactly the same man- 
ner as if the ulcer had perforated. This infold- 
ing of ulcers should always be performed when 
feasible. It insures that the vessels supplying 
the ulcers from one of which the blood is com- 
ing are secured. The first line of sutures is 
drawn tight, and all the visible vessels are 
caught up by the needle. In three or four 
days’ time all trace of the ulcer has disappeared, 
and it is very difficult to find where the sutures 
have been placed. In all cases of duodenal 
ulcer, as I have before advised, infolding of the 
ulcer or the closure of the duodenum or pylorus 
on the proximal side of the ulcer is necessary. 

In my own cases, gastroenterostomy alone 
has been performed in many cases where hem- 
orrhage was the cause of operation. The re- 


sult has been satisfactory in every instance; 
there has not been one single recurrence of the 


bleeding in any case. In my recent cases I 
have, however, always combined infolding of 
the ulcer with gastroenterostomy, and this I 
now consider the safest and best procedure. 

Record oj Cases. In 33 cases I have operated 
for the relief of severe recurrent hemorrhage. 
The bleeding occurred as follows in 31 cases; 
in 2 cases no ulcer was found. 


Hamatem- 
esis and 
Melena 


Melena 
Alone 


Hematem- 
esis Alone 


Duodenal ulcer......... 
Gastric and duodenal ulcers I 


Go 


There were 16 females among the 33 cases 
and 17 males. The distribution of the ulcers 
among them is shown in the next table: 


Gastric and| No Ulcer 
Gastric] Duodenal | Dyodenal Found 
6 8 2 I 
10 3 2 I 


It is evident that while the sexes appear to be 
equally liable to hemorrhage from an ulcer, yet, 
as regards the source of the hemorrhage in men, 
50 per cent of the bleeding ulcers are in the 
duodenum, while in women the majority (66.6 
per cent) are situated in the stomach. In 
other words, about 73 per cent of the bleeding 
duodenal ulcers occur in men, while of the gas- 
tric ulcers which bleed 62.5 per cent are in 
women. 

Moriality. Six of these cases died (18 per 
cent); one in four hours from the operation, at 
which no ulcer could be found. At the autopsy, 
dilated gastric veins and cirrhosis of the liver 
were demonstrated. One became suddenly 
collapsed, and died in a few minutes, at the 
end of a week; the cause of death was not 
known. One died on the eleventh day, from 
pneumonia; one on the eighteenth day, from 
exhaustion; one in three weeks, from gradual 
exhaustion (in this case the blood contained 
only 27 per cent hemoglobin before operation) ; 
one a few hours after operation, from shock and 
exhaustion. The patient was a man, aged 62, 
who had bled repeatedly and copiously from a 
large pyloric ulcer. 

In no case did hemorrhage occur after opera- 
tion. In three of the cases which recovered, 
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the estimation of hemoglobin before operation 
was less than thirty per cent. 

Operative Treatment. Posterior gastro-je- 
junostomy was performed in every case, save 
one. In this case the ulcer was excised; the 
patient died. In 21, gastro-jejunostomy was 
the only treatment adopted; 2 of these died. 
Gastro-jejunostomy was combined with excision 
of the ulcer in 2 cases, 1 of which died. Gas- 
tro-jejunostomy with infolding of the ulcer was 
done 8 times; 2 patients died. Gastro-jejun- 
ostomy with infolding of the pylorus and of the 
ulcer was performed once; patient recovered. 

A fter-results. All the patients in this series 
are quite well, and may be considered ‘‘ cured.” 
One patient suffers a little from the painless 
vomiting of bile at infrequent intervals. In all 
other respects she is quite well, suffers no indi- 
gestion, and has gained about two stone in 
weight. 


GROUP 3 
Cases of Chronic Gastric and Duodenal Ulcer, 
elc. 

The problems which are raised by a consid- 
eration of the cases included in this section are 
too complex for anything in the nature of a de- 
tailed examination in the brief time at one’s 
disposal now. The great majority of the cases, 
however, may be summarily dismissed by the 
simple statement that in cases of pyloric or 
duodenal obstruction, gastroenterostomy is the 
most efficient operation in affording relief. If 
the ulcer be active, it should be infolded or in- 
cised, the former by preference, as being easier, 
quicker, and equally effective. If the ulcer 
area be extensive, multiple ulcers being found 
in the pyloric region of the stomach, with per- 
haps an ulcer or ulcers beyond the pylorus, 
Rodman’s operation — that is, excision of the 
ulcer-bearing area—may be practised. If 
an ulcer in the pyloric region has to be excised, 
the wound left after its removal may be en- 
larged to permit of Finney’s operation being 
performed. My own opinion is very emphatic- 
ally in favor of posterior gastroenterostomy 
for all cases of simple ulcer, whether simple or 
multiple, involving the pyloric region of the 
stomach or the duodenum. With gastroen- 
terostomy the infolding of the ulcer should be 
combined. 
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When the ulcer is seated along the lesser 
curvature of the stomach, it is better to excise 
it; in a few cases it is possible to infold it, but 
excision is probably safer, though certainly 
more difficult. Gastroenterostomy must be 
combined with excision, if there is a second 
ulcer near the pylorus. If the ulcer on the 
lesser curvature is.solitary, gastroenterostomy 
is not necessary when the ulcer is excised, and 
may not give complete relief when the ulcer, if 
large, is allowed to remain. I have twice per- 
formed gastroenterostomy alone in such con- 
ditions, and though both the patients have im- 
proved, they are not quite well. In three cases 
I have dealt directly with the large ulcer, and in 
all, the result has been perfectly satisfactory. 

One of the chief difficulties in the early sur- 
gical work upon diseases of the stomach was 
concerned with the making of an accurate diag- 
nosis. Now, after we have been able in a large 
number of cases to set side by side the details 
of the clinical history and the disclosures of the 
operation-table, the difficulties are very con- 
siderably lessened. For example, duodenal 
ulcer, in a very great proportion of cases, can 
be diagnosed without any physical examination 
of the patient. The story he tells in his anamne- 
sis might often have been learnt by heart from 
a written description, so exactly are the details, 
even the hours of the onset of pain, recited. 
But, in all cases, accurate observations should 
be made as to the length of stay of food in the 
stomach; the chemical reactions, the bacterial 
flora, the digestion leukocytosis, should all be 
investigated. Repeated stasis of food for over 
twelve hours means organic disease; it is not 
found apart from organic disease. I place a 
high value, though not a certain reliance, upon 
the chemical analysis. In addition, the surface 
examination of the abdomen by Mackenzie’s 
method enables one quite frequently to localize 
the position of an ulcer. From every side, help 
is coming, and we are now able to make an 
accurate diagnosis of ulcer and of its situation, 
in the duodenum or stomach, and if in the 
stomach, or its whereabouts therein, in certainly 
the great majority of the cases. The operation 
of gastroenterostomy that I prefer is the pos- 
terior no-loop operation described in my book, 
Abdominal Operations. I prefer the posterior 


to the anterior method for a number of reasons, 
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which I need not now repeat; the elimination 
of the loop in the posterior method makes the 
operation no more difficult, and the results 
are more satisfactory. The only point which 
seems to me to require further consideration in 
order to perfect the technique of this operation 
is the direction of the opening between the 
stomach and intestine. In the description I 
give in Abdominal Operations (2d ed., pp. 171 
et seg.) the anastomosis is shown (p. 188) to 
leave an opening whose direction on the stom- 
ach is from above downwards and to the right. 
W. J. Mayo has recently suggested that the 
opening should be from above downwards and 
to the left, isoperistaltic with the jejunum (see 
p- 192). In deference to so eminent authority, 
I performed a series of operation in this way; 
the result was that two cases (not included in 
this series, as the operations were in September 
last) suffered more from bilious vomiting than 
any I have seen since my very early days. 
This led me to observe in all cases the natural 
jejunal direction; and I found that it was by 
no means constant. The first few inches of the 
jejunum beyond the flexure may go to the left 
along the pancreas, horizontally or even very 
slightly upwards, or downwards and to the 
right towards the appendix, or in any direction 
between these two extremes. In my recent 
operations I have first observed accurately the 
direction which the jejunum takes when the 
colon is raised, and I have then so made the 
anastomosis that this direction is preserved 
when the operation is completed. Since doing 
this I have had no untoward events to record. 
To make the anastomosis always in one direc- 
tion, either in the line Mayo suggests or in that 
which I suggest, is, I think, wrong. In all the 
cases operated on by me, when the anastomosis 
was made downwards and to the right, only 
two patients suffered in any troublesome degree 
from bilious vomiting. In a smaller number 
operated on Rith, the anastomosis in ‘‘ Mayo’s 
direction,” two patients suffered to a far more 
serious degree. Neither the one method nor 
the other, then, is always right, but the principle 
of maintaining the normal jejunal direction in 
all cases will, I hope, solve the last technical 
difficulty in the posterior no-loop operation. 
In four cases I have found the duodenum 
ending on the right side of the spine; this neces- 


sitated a slightly different method being 
adopted. 

Case Records. The operations in this series 
number 248, and were performed on 239 pa- 
tients. There were two deaths. The follow- 
ing classification of the cases seems the most 
satisfactory: 


Cases] Deaths 

A, Gastric ulcer, duodenal ulcer, gastric and 

B. Cholelithiasis, with gastric or duodenal] 

C. Cholelithiasis causing obstruction. ..... 6 
D. Gastroptosis; no ulcer found.......... 3 
6 
F. Pyloroplasty; in two of these, gastroenter- 

ostomy had to be performed later (see H) 3 
G. Secondary operations, the primary oper- 

H. Secondary operations, on cases under 

headings A and F.................. 9 


Class A 

In this series are 206 cases; g1 males and 
115 females. 

Gastric ulcer alone was found in 138 cases. 
Duodenal ulcer alone was found in 4o cases. 
Gastric and duodenal ulcers combined were 
found in 28 cases. The proportions occurring 
in the two sexes are shown thus: 


| Males Females 


Gastric ulcer alone was found in ...... 2 96 
Duodenal ulcer alone was found in ....| 30 10 
Gastric and duodenal ulcers together in. | 19 9 


Therefore gastric ulcer alone occurred more 
than twice as often in women as in men, while 
duodenal ulcer alone is three times as frequent 
inmenasin women. If all the figures are com- 
bined, it is seen that over seventy per cent of 
duodenal ulcers are found in men. 


Class B 


There were five patients in whom an ulcer 
was associated with cholelithiasis; three of the 
ulcers were gastric, two duodenal. 

All the cases were treated by gastroenteros- 
tomy. In three, the gall-bladder was also 


emptied and drained; in two, the gall-bladder 
was left alone at the operation — in one of these 
because the patient’s condition would not allow 
of a further operation, in the other because 
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stones were also present in the common duct. 
In this latter case cholecystectomy and chol- 
edochotomy were subsequently performed suc- 


cessfully. Class C 
ass 


In six cases, cholelithiasis, or its results, were 
found to be interfering with the proper action 
of the stomach. Five patients were females; 
one, a male. Of these six cases, two had had 
cholecystotomy performed before, and adhe- 
sions had caused pyloric narrowing. In one of 
these, a gastroenterostomy had also been done 
with the aid of Murphy’s button. The stom- 
ach symptoms returned after a year, and on 
re-opening the abdomen it was found that the 
anastomosis was almost closed. A second gas- 
troenterostomy by suture was therefore per- 
formed. 

In the remaining four cases, posterior gastro- 
enterostomy and cholecystotomy were _per- 
formed three times, and cholecystectomy and 
gastroenterostomy once. All the patients re- 
covered. In all these cases the adhesions 
which existed between the stomach or duode- 
num and the bile-passages made it impossible 
to say. whether ulceration in these viscera ex- 
isted. In all probability, ulceration was pres- 
ent, or had been present, in every case. 


Class D 

In these cases, pyloric stenosis due to ulcer 
was expected. In none was it found, but in all 
there was marked prolapse of the stomach, which 
was remedied by gastropexy (Coffey’s method 
in one case, with gastroenterostomy; Beyea’s 
method in two cases). In one case the gall- 
bladder was removed. It contained a stone 
impacted in the cystic duct; there was a large 
diverticulum of the gall-bladder. 


Class E 

In six cases no ulcer was found. In two of 
these, the stomach and the first and second 
parts of the duodenum were much dilated. 
These were probably examples of a condition 
to which Ochsner has recently drawn attention. 
Two of the patients had dilated stomachs; one 
of the patients has suffered from hematemesis. 
In two cases the pylorus was said to be ‘‘nar- 
rowed,” but no mention is made of either scar 
or ulcer. 
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Class F 

Pyloroplasty, three cases; no deaths. In 
two cases the symptoms returned after a period 
of improvement; gastroenterostomy was per- 
formed in both. The third patient remains 
perfectly well up to the present; that is, seven 
years after the operation. (This patient con- 
sulted me again in January, 1907, for a recur- 
rence of his symptoms.) 


Class G 

Ten secondary operations, the primary oper- 
ation being performed elsewhere. In some of 
these cases the original condition which made 
operation necessary was still plainly in evi- 
dence; in others, adhesions rendered its dis- 
covery difficult or impossible. As a rule, a 
mechanical defect resulting from the first opera- 
tion was evidently the cause of the symptoms. 
The cases may be tabulated thus: 


Previous Gastro-jejunostomy (6 cases) 


ConpiT1Ion Founp OPERATION 
Long proximal loop. Roux’s operation. 2 
Long proximal loop. Roux’s operation and 
Long proximal loop. gastroenteroplasty. I 
Constriction of distal loop} Lateral anastomosis. I 

by adhesion, Enteroplasty. I 
Nothing abnormal found. | Nothing done. I 


Previous Gastroplication 


Founp OPERATION 


Pyloric ulcer. Posterior gastroenterostomy. 


Previous Gastrolysis 


ConpDITION FounD OPERATION 


Duodenal ulcer; adhesions. | Posterior gastroenterostomy. 


Previous Explorations 


ConpiTIon Founp OPERATION 


Pyloric ulcer. 
Duodenal ulcer? Fistula to 
cystic duct. 


Posterior gastroenterostomy. 
Posterior gastroenterostomy. 


Class H 
In eight patients whose cases are numbered 
under headings A and F, I have had to operate 
a second time. One of the patients was oper- 


ated upon a third time, so that, in all, nine 
operations were performed. The following 
shows the cases: 


= 


MOYNIHAN: OPERATIONS FOR NON-MALIGNANT DISEASE OF STOMACH 683 


No. First Operation Result Second Operation 
1 | Posterior gastro-| Return of | Gastroenterostomy 
enterostomy with] symptoms. | with Murhpy’s but- 
Laplace forceps. ton. 
2 | Posterior gastro-| Regurgitant | Lateral anastomo- 


enterostomy bysu-| vomiting. | sis. 


ture. 
3 Same. Hernia into | Reduced; _ lateral 
lesser sac. | anastomosis. 
4 Same. Return of | Loop found; later- 
symptoms. |al anastomosis. 
5 Same. Same. Opening too small; 
gastroenteroplasty. 
6 Same. Constant Gastrolysis; no re- 
vomiting. | lief. 
7 Same. Same. Roux’s operation; 
relief. 
8 Pyloroplasty. Return of | Posterior gastro- 


symptoms. |enterostomy. 


9 Same. Same. Same. 


The following is a complete tabulation of the 
248 operations: 


{ Simple suture... 1 

Roux’s operation 2 

Gastroenterostomy. Sactating Simple suture... 211 

* | Murphy’s button 1 

forceps. 3 

Gastroduodenostomy, Finney’s operation.......... 2 

Gastroenterostomy and gastropexy ............... I 

Gastroenterostomy and gastrostomy ............. I 

Infolding of ulcer alone..............200ccceeess I 

1 
Secondary operations. First operation by other sur- 

Secondary operations. First operation by myself... 9 

248 


In four cases in the above list, other opera- 
tions were performed at the same time as the 
gastroenterostomy. These were: radical cure 
of a right inguinal hernia in one case, ovariot- 
omy for large cyst in one case, hysteropexy in 
one case, appendicectomy in one case. All 
these patients recovered. 

A fter-resulis. In this complete series there 
are four patients who are ‘“‘no better.”’ In one, 
the condition found was a contracted stomach 
with extensive perigastritis. There are reasons 
for considering the condition syphilitic. The 
last report was that the operation “had not 
made much difference.” 


In two cases where no ulcer was found at the 
operation, the patients are in almost the same 
condition as before; the patients are “‘neurot- 
ic,” and operative treatment has certainly not 
helped them in the least. In one of these cases, 
gastroenterostomy had been performed by 
another surgeon; the symptoms — hemateme- 
sis, melena, and pain — were not relieved by 
the operation. I operated a second time, but 
found nothing abnormal, and I therefore closed 
the abdomen without doing anything further. 
The symptoms still persist. 

In one case a large ulcer on the lesser curva- 
ture adherent to the liver was found. This 
patient has, after temporary marked improve- 
ment, relapsed, and is probably to be operated 
upon again. 

In addition, there are ten cases which must 
be separately mentioned. In three, the ulcer 
was on the lesser curvature, close to the cardia, 
with adhesions to the under surface of the left 
lobe of liver and diaphragm. ‘These patients 
are all better since the operation; two of them 
have gained one and one half stone, but all of 
them complain still of occasional pains, some- 
times severe, radiating upwards into the chest. 
In one of these, pyloric obstruction also was 
present, due to a second ulcer. In one, the 
patient, who gained over three stone after the 
operation, has lost almost two stone of this 
increase, and has to restrict her food almost 
entirely to semi-solids and fluids. 

In three cases where no ulcer was found, and 
gastroenterostomy performed, some benefit has 
resulted, but there has been no pronounced 
improvement in the patient’s health such as we 
are now accustomed to expect after gastro- 
enterostomy. In two cases the patients suffer 
from the occasional painless vomiting of pure 
bile. In other respects, the condition of both 
patients is quite satisfactory; neither suffers 
from indigestion or discomfort of any kind 
after food; both eat well, and both have gained 
weight. 

In one case — a case of gastric and duodenal 
ulcer, where hyperchlorhydria was excessive — 
the patient improved very little after operation, 
and after some months suffered a relapse, in 
which a hemorrhage (melena) occurred. At 
a second operation, performed elsewhere, ad- 
hesions were found around the jejunum, on the 
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proximal side of the anastomosis, and were 
taken to indicate the possible existence of a 
peptic jejunal ulcer. One patient has been 
almost constantly under treatment since her 
operation, at which only a few adhesions around 
the pylorus and about the lesser curvature were 
found. She is reported to be “rather better” 
than she was before the operation. 

The result in all the remaining cases has 
been good. Thus, of 239 patients operated 
upon, 223 are quite well, 4 are no better, and 
1o are to be classed as indifferent or fair results 
and 2 have died. In the last 151 operations in 
this series there has been no death. The case 
mortality for the complete series is 0.8 per cent. 

Gastric Tetany. In this series there were 
fourteen cases of gastric tetany, of varying 
degrees of severity, from the simplest to the 
most serious. In all, the same conditions were 
present —a high degree of pyloric stenosis, 
moderate or considerable dilatation of the 
stomach, hypertrophy of the stomach muscula- 
ture to a degree which made peristalsis quite 
obvious, and prolonged stasis of the contents 
of the stomach. In every case gastro-enteros- 
tomy was performed, and every patient recov- 
ered. In two cases, slight attacks of tetany 
were noticed for a few days after the operation, 
and one patient said that the attack which 
occurred about eighteen hours after the opera- 
tion was the worse he had ever suffered. 


GRouP 4 
Hour-glass Stomach 


This condition is far more common than is 
generally supposed. In my recent cases a 
diagnosis has in every instance been made 
before operation by attention to a series of 
signs which I have described fully elsewhere. 

Hour-glass stomach is probably never con- 
genital; it is always the result of cicatrical con- 
traction in old ulcers. 

Hour-glass stomach is not infrequently asso- 
ciated with cicatricial stenosis at the pylorus. 
The result is that two pouches are formed in the 
stomach, each being obstructed at the outlet. 
Since the cardiac pouch in the majority of cases 
is very much larger than the pyloric, the opera- 
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tion of gastro-enterostomy the cardiac pouch 
and the jejunum being attached, will afford 
relief to the condition. But in other cases a 
double operation may be necessary. 

In this series there are 24 patients upon 
whom were performed 26 operations, and 1 
operation not completed, the patient dying 
under chloroform. The 24 cases included 7 
males and 17 females. 

In several cases the history is strongly sug- 
gestive of a former perforation, while in one 
case a perforation was the cause of operative 
measures. Trilobed stomach was seen once. 

Mortality. Four deaths occurred among 
the 24 cases: one on the fourth day, from sep- 
ticemia, resulting from a strangulated rectal 
prolapse; one on the third week, from sup- 
pression of urine; one on the fifth day, from 
pneumonia; and one died on the operating- 
table, from the effects of chloroform before the 
operation was completed. 


Operative Treatment Secondary 


Gastro-jejunostomy alone........... 7 
Gastro-jejunostomy and gastro-gastros- 

Gastro-jejunostomy and gastroplasty. . 2 

I 

7 

2 

I 


Gastro-jejunostomy and dilatation... . 
Gastro-gastrostomy................ 


Of the secondary operations, the entero- 
anastomosis was performed for regurgitant 
vomiting after gastro-jejunostomy; one of the 
secondary gastro-jejunostomies was required 
for relapse three years after gastroplasty, the 
other was performed a year later, upon a case 
whose condition at the first operation would 
only allow of a gastroplasty. 

The hour-glass stomach on which Loreta’s 
operation alone was performed was thought at 
the time to be due to malignant disease, but the 
patient made an excellent recovery, and four 
years later was reported quite well. 

(I am much indebted to Mr. H. Upcott for 
his help in the preparation of the statistics in 
this report.) 
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THE RELATION 


OF OVARIAN CYSTS TO ABDOMINAL AND PEL- 


VIC PAIN 


THE SIGNIFICANCE OF ABDOMINAL AND PELVIC PAIN IN PATIENTS WITH OVARIAN CysTS; AS 
DETERMINED BY OBSERVATIONS MADE DURING THE REMOVAL OF THE LATTER UNDER 
LocaL ANASTHESIA 


By JOHN A. SAMPSON, M. D. 
Clinical Professor of Gynecology Albany Medical College; Gynevologist to the Albany Hospital, and South End Dispensary, Albany, N. Y. 


F all the subjective manifestations of 
() disease, pain is the most important. 
It is frequently the first evidence of 
disease to be noticed by the patient, 
the one which is tolerated least, and for the 
relief of which a physician will usually be 
consulted. The presence of pain commonly 
implies that a sensitive part of the body 
has been stimulated (injured). The changes 
caused by disease in sensitive portions of the 
body, especially during the active stages of 
these changes, frequently give rise to pain or 
increase the sensitiveness of the structures 
affected; in less sensitive structures, these 
same changes would not be as readily noticed; 
while in those which are insensitive, pain or an 
appreciation of these changes would be absent. 
It is evident, therefore, that a knowledge of the 
sensibility of all parts of the body would be 
of great value in determining the significance 
of the presence or absence of pain in disease. 
While a knowledge of the sensibility of the 
structures of the body is very valuable, it is not 
sufficient. We know that a sensitive structure 
may be altered by disease, and pain may be 
absent, or if present, it is not always the same. 
A second requirement, therefore, presents 
itself and that is a knowledge of the character 
of the pain, which may be created by different 
conditions affecting the same part. 

As pain is not always referred to the seat of 
the injury or disease, a third requirement 
presents itself, and that is a knowledge of the 
location of the pain produced under different 
conditions. 

It can be seen that pain is not always present 
in disease, and if present, that its severity and 
nature varies, not only with the sensibility of 
the part or parts affected but also with the 
nature of the alteration, and furthermore, it is 
not always referred to the seat of the injury. 


Still other factors must be taken into con- 
sideration, such as individual peculiarities, 
and the general condition of the person affected. 
There is no doubt but that the relative sensi- 
tiveness of the same parts of the body may 
vary in different individuals and under different 
conditions of the same individual. 

The significance of the presence or absence 
of pain, associated with abdominal and pelvic 
conditions, has always presented a most inter- 
esting study, and one which has been attended 
with great uncertainty. This uncertainty has 
been due to many factors; the chief of which 
has been our lack of an accurate knowledge 
of the sensibility of the abdominal and pelvic 
structures. We have acquired a general know- 
ledge of the sensibility of these parts, but this 
knowledge has been, for the most part, obtained 
in an indirect manner, i. e., by the clinical 
study of our cases, and especially by noting 
conditions found at operation or autopsy. 
If the patient is under a general anesthetic, 
or dead, we are deprived of the opportunity of 
directly determining the relative sensibility of 
the structures involved and from just which 
ones the pain, if present, arose. A much better 
method would be to test the sensibility of these 
structures directly, just as that of the surface 
of the body has been determined. 

While many surgeons have reported cases 
operated upon under local anesthesia, and in a 
few instances observations have been made 
by them upon the sensibility of the parts in- 
volved, is to Lennander (‘‘Weitere Beobach- 


tungen iiber Sensibilitaét in Organ und Gewebe 
und iiber Lokale Anasthesie’”’, Deut. Zeit. jur 
Chirurgie, 1904, \xxili, 297-380, and other 
contributions) to whom the greatest credit is 
due for our knowledge of the sensibility of 
abdominal and pelvic structures, as derived 
from the direct stimulation of these parts 


il 
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during operations under local anesthesia. He 
has shown that all pains felt within the abdo- 
men, during these operations, are to be referred 
to structures which are innervated by the inter- 
costal, lumbar or sacral nerves. The parietal 
peritoneum derives its sensibility from these 
nerves and if one of them is divided, the por- 
tion of the peritoneum innervated by it becomes 
insensitive. He concludes that probably all 
abdominal and pelvic organs are not sensitive 
to pain, touch, heat, or cold, and that diseases 
of these organs can only cause pain when they 
exert a mechanical or chemical stimulus on 
cerebro-spinal nerves in neighboring structures. 

While resident gynecologist at the Johns 
Hopkins Hospital (Dr. Kelly’s Clinic) I became 
much interested in Lennander’s work, and 
determined to make similar observations when- 
ever the opportunity presented itself. The 
results of some of these observations have 
already been reported (‘‘ Operations on the 
Lower Ends of the Ureters by the Inquinal 
Extraperitoneal Route under Local Anes- 
thesia,” Annals of Surgery, 1905, 217-242). 

I found that patients with large ovarian 
cysts afforded an excellent opportunity for 
testing the sensibility of the abdominal and 
pelvic structures. The reasons for this are 
apparent, a long median abdominal incision 
can be made under infiltration anesthesia with 
very little discomfort, and after the cyst contents 
have been removed, the relaxation resulting 
affords an opportunity to gain access to many 
parts of the abdominal and pelvic cavity with 
very little additional pain to the patients. 

From the report of the following ten cases 
we may learn, not only some of the indications 
for local anesthesia and its limitations, but 
what is of more importance, we are able to 
learn something about the sensibility of ovarian 
cysts, and the abdominal and pelvic structures. 
With this latter knowledge we should the better 
understand, not only the significance of the 
presence or absence of pain in these cases, but 
also its significance in other abdominal and 
pelvic conditions. 

Report of Cases demonstrating the Sensibility 
of Ovarian Cysts and their surrounding Struc- 
tures. 


CasE No. 1. 
Gyn. No. 10743. 


Miss M. H., Age 16. Johns Hopkins 
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Diagnosis. Large cystadenoma, right ovary. 

Operation. Right salpingo-cystectomy. Sept. 26, 
1903. 

Anesthetics. Cocaine .1 per cent and 1 per cent, 


preceded by morphia, grains 4. 

Description of the Operation. A median abdominal 
incision, about 12 cm. long, was made under infiltration 
anesthesia. Cocaine was not used again, except to 
infiltrate the pedicle of the cyst. After exposing the 


‘cyst, it was tapped, six litres of fluid were removed and 


the collapsed cyst was easily drawn out of the abdominal 
cavity by means of clamps. The pedicle was next 
exposed, cocainized with 1 per cent cocaine, ligated, 
cut, and the cyst removed. The abdominal incision 
was Closed in layers. 

Observations on the Sensibility of the Field of Opera- 
tion. The parietal peritoneum was very sensitive to all 
operative manipulations and especially to those causing 
traction; even abdominal retractors had to be intro- 
duced and removed with the greatest care. 

The cyst was insensitive, the patient did not know 
when it was incised, clamped or torn. The pedicle, 
and especially the infundibulo-pelvic ligament (con- 
taining the ovarian vessels), seemed sensitive. ‘Traction 
on the pedicle, thus making traction on the retro- 
peritoneal tissues beyond and the parietal peritoneum, 
caused pain which varied in severity and location. 
With slight traction, the patient complained of slight 
pain which was referred to the right lower abdomen. 
When this was increased, the pain became more severe 
and diffuse, being felt over a large area, even in the 
back and epigastric region. When increased still 
more, the patient was unable to locate it,and complained 
of nausea. Twisting of the pedicle caused the same 
sensations as traction, except they seemed to be more 
severe. As soon as the pedicle was released, the patient 
would be immediately relieved. The patient also 
cried out when the pedicle was clamped, even when 
traction had apparently been eliminated. 

The right Fallopian tube, which was drawn over the 
cyst, seemed sensitive to pinching, as did also the uterus; 
they were not as sensitive as the parietal peritoneum 
and the infundibulo-pelvic ligament. 

The omentum, intestines, and mesentery were in- 
sensitive to pinching with tissue forceps. The patient 
had been promised, before the operation, that she 
could have a general anesthetic at any time, if the 
pain became too severe. She did not desire it, and 
afterwards stated that the operation was fatiguing and 
at times painful, but she was glad that a general anes- 
thetic had not been used. Her convalescence was 
uneventful. 

Abdominal distension had been noticed for two years 
before the operation, at times dyspnoea had been present 
and occasionally slight indefinite abdominal pain. 
The patient’s statements, made during the operation, 
seemed very reliable. 


Case No. 2. Mrs. M. R., Age 48. Johns Hopkins 
Gyn. No. 10898. 
Diagnosis. Large cystadenoma, right ovary. 


Operation. Right salpingo-cystectomy, suspension 
of the uterus, Nov. 25, 1903. 


i 
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Anaesthetic. Cocaine .1 per cent for the abdominal 
incision; none used after that. 

Description of the Operation. As in Case 1; in 
addition the uterus was suspended to the peritoneum 
of the anterior abdominal wall by two silk sutures. 

Observations on the Sensibility of the Field of Opera- 
tion. ‘These were similar to those made in the previous 
case. The left ovary was pinched by a pair of forceps; 
this caused a small amount of pain, which was attributed 
to the traction on the parietal peritoneum necessary 
to expose the ovary. The uterus and opposite tube 
seemed a little more sensitive than the ovary; neither 
were as sensitive as the parietal peritoneum or the pedi- 
cle of the tumor. 

The operation was accomplished with very little 
pain and the convalescence was uneventful. The con- 
ditions found at operation would indicate that the cyst 
should not have caused pain and the patient’s previous 
history shows that pain had not been present. The 
only symptoms were abdominal distension of three 
years’ duration and frequency of micturition. 

The patient’s statements seemed reliable. 


CasE No. 3. Mrs. S.S., Age 55. Johns Hopkins 
Gyn. No. 10908. 
Diagnosis. Large cystadenoma, left ovary. 


Operation. Left salpingo-cystectomy, ventral fixa- 
tion of the uterus, Nov. 28, 1903. 

Anesthetics. Morphia grains $ at the onset of the 
operation, cocaine .1 per cent was used only for the 
abdominal incision. 

Description of the Operation. As in previous case, 
except that the uterus was fixed, by two silk sutures, 
to the recti muscles, instead of to the peritoneum of the 
anterior abdominal wall. 

Observations on the Sensibility of the Field of Opera- 
tion. ‘These were very similar to those of the preceding 
case. While traction on the pedicle caused pain, its 
ligation and cutting caused very little. The uterus and 
tubes appeared to be only slightly sensitive and the 
opposite ovary seemed less sensitive than either of these. 
The convalescence was uneventful. The subjective 
symptoms, abdominal distension for six months with- 
out pain, were upheld by the findings at operation. 

The patient’s statements seemed reliable. 

CasE No. 4. Miss M. H., Age 63. Johns Hopkins 
Gyn. No. 11226. 

Diagnosis. Large cystadenoma, right ovary. 

Operation. Right salpingo-cystectomy, Apr. 27, 1904. 

Anesthetic. Cocaine .1 per cent. 

Description of the Operation. As in previous case, 
except that the uterus was not fixed to the abdominal 
wall. 

Observations on the Sensibility of the Field of Opera- 
tion. The cyst-wall was found to be insensitive, and 
the pedicle was sensitive, as in the preceding case. 
The uterus appeared to be only slightly sensitive, as 
did also the vesical peritoneum. ‘The opposite tube 
and ovary were not investigated. 

Distention of the abdomen had been the only symp- 
tom and pain had not been present. 


The convalescence was uneventful. Patient was very 


nervous and observations were made with difficulty. 


Case No. 5. Mrs. A. G. (col.), Age 55. Johns 
Hopkins Gyn. No. 11574. 

Diagnosis. Large cystadenoma, right ovary. 

Operation. Right salpingo-cystectomy, Sept. 28, 1904. 

Anesthetic. As in previous operation. 

Description of the Operation. This was similar to 
the previous operation, except in the closure of the skin. 
The approximation of the cut edges of this was so good 
that sutures were not taken. 

Observations on the Sensibility of the Field of Opera- 
tion. The cyst-wall was insensitive and its pedicle was 
only slightly sensitive to cutting and ligating, but trac- 
tion caused severe pain. The patient was very nervous 
and further observations were unreliable. 

She had noticed abdominal distension for two and a 
half years before the operation and had had pain in the 
lower right abdomen. Nothing was found to account 
for the latter, unless at times the tumor had dragged 
on its pedicle, or the latter had become temporarily 
slightly twisted. 

The convalescence was uneventful. 

CasE No. 6. Mrs. E. H., Age 73. 
Gyn. No. 11575. 

Diagnosis. Large cystadenoma of the right ovary, 
complete prolapse of the uterus. 

Operation. Right salpingo-cystectomy, ventral fixa- 
tion of the uterus, Oct. 1, 1904. 

Anesthetic. As in the previous case. 

Description of the Operation. As in the previous 
case. 

Observations on the Sensibility of the Field of Opera- 
tion. The cyst-wall was insensitive, traction on its 
pedicle caused pain but its ligation and cutting (avoiding 
traction) caused very little. Uterus and tubes had 
very little or no sensibility, and the remaining ovary 
was insensitive to pinching with tissue forceps. 

Her subjective symptoms had arisen from the uterine 
prolapse and abdominal distension. 

The convalescence was uneventful. 

The patient’s statements seemed reliable. 

Cast No. 7. Mrs. E. B., Age 58. Johns Hopkins 
Gyn. No. 11471. 

Diagnosis. Large cystadenoma, left ovary (partly 
intra-ligamentary). Carcinoma, left tube. 

Operation. Left salpingo-cystectomy, Aug. 18, 1904. 

Anesthetics. Cocaine .1 per cent, followed by ether. 

Description of the Operation. Exploratory incision 
was easily made and the cyst was tapped without pain. 
After evacuating it, it was found to be largely intra-liga- 
mentary, and the attempt to free it caused traction on 
the parietal peritoneum and thus pain. This was so 
severe that ether was given and the operation completed. 

This case illustrates a class in which the use of a local 
anesthetic may not be feasible, viz., in intra-ligamentary 
cysts. 

Case No. 8. Mrs. A. L., Age 47. Albany Hospital. 

Diagnosis. Large bilateral cystadenoma (adherent). 

Operation. Bilateral salpingo-cystectomy, ventral 
fixation of the uterus, Oct. 9, 1906. 

Anesthetics. Cocaine .1 per cent, followed by ether. 

Description of the Operation. A median incision was 
easily made under infiltration anesthesia. A large 
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cyst was tapped and evacuated without any pain. After 
evacuating the cyst, it was partially withdrawn, its 
pedicle was exposed and clamped. Clamping the 
pedicle caused severe pain in the right side even when 
all traction was avoided. As soon as the clamp was 
removed, the pain ceased. The cyst was adherent to the 
the cul-de-sac and right side of the pelvis, and in addi- 
tion a second cyst was found arising from the left ovary 
which was not quite as large as the other, but was also 
adherent. On account of the presence of adhesions, 
a general anesthetic was given and the operation was 
completed. 

The convalescence was uneventful. 

The patient had never suffered from pain although 
the cysts were adherent. Probably in walking, exer- 
cising, etc., these adhesions did not cause traction on 
sensitive structures. 

This case illustrated another class of cases where a 
local anesthetic may not be sufficient, viz., when the 
cyst is adherent to sensitive structures. 

Case No. 9. Miss C. C., Age 24. Johns Hopkins 
Gyn. No. 10487. 

Diagnosis. Dermoid cyst of right ovary communicat- 
ing with the sigmoid (tuberculous), intestinal, pulmon- 
ary, and tubal tuberculosis. 

Operation. Hystero-salpingo-oophoro-cystectomy. 
Excision and closure of tuberculous area in the sigmoid, 
May 23, 1903. 

Anesthetics. Cocaine .1 per cent, then chloroform as 
a general anzsthetc. 

Description of the Operation under Local Anesthesia. 
The exploratory incision was easily made but attempts 
to free the omentum and intestines from the parietal 
peritoneum, to which they were adherent, caused pain, 
and chloroform was used. 

The patient had suffered greatly with abdominal 
and pelvic pain before the operation. This probably 
arose from adhesions to sensitive structures, which 
exerted traction on them. 

The patient died about a year later, from general 
tuberculosis. 

No to. 
Gyn. No. 11481. 

Diagnosis. Bilateral carcinomatous ovarian cysts. 
General peritoneal carcinosis with ascites. 

Operation. Exploratory laparotomy, Aug. 20, ’o4. 

Anesthetics. Cocaine .1 per cent, followed by nitrous 
oxide gas and then chloroform (very small quantity). 

Description of the Operation. Exploratory incision 
was easily made but the attempts to determine whether 
or not the carcinomatous cysts could be removed, 
caused so much pain that a general anesthetic was given. 
The condition was found to be ineradicable. 

Pain had not been present in this case, the only 
symptoms having been abdominal distension for two 
months, and loss in weight and strength. 

This case illustrates another limitation of local 
anesthesia; it does not permit of very extensive in- 
traperitoneal manipulations, which are sometimes 
necessary. This can often be obviated by using a 


Mrs. C. W., Age 44. Johns Hopkins 


general anesthetic during the time these manipulations 
are being made, and one of the best of these is nitrous 
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oxide, although it does not always cause sufficient re- 
laxation. 

Results of Observations on the sensibility of 
ovarian cysts and their surrounding structures, 
and the clinical significance of these observa- 
tions. 

The sensibility of the walls of eight large 
ovarian cysts was studied, and all were found 
to be insensitive to touch and pain; their 
sensibility to pain was tested by pinching, 
clamping, and cutting them. 

Traction on the pedicles of these cysts 
caused pain which became greater as the trac- 
tion was increased. The pain was usually, 
at first, localized in the side of the abdomen 
at or about the pelvic brim, but as the traction 
was increased, it became more diffuse. When 
diffuse, it was felt over the entire side of the 
abdomen or in the back (in one case in the 
epigastric region). In some instances it was 
so diffuse that the patient was unable to locate 
it. Nausea was present in two instances, 
when the pain was severe. As soon as the 
pedicles were released, the patients were im- 
mediately relieved. 

Clamping or pinching the pedicle gave con- 
tradictory results; in some cases it seemed to 
cause pain even when great care was exercised 
to avoid all traetion on it or any other part, 
as the parietal peritoneum. In other cases 
the pedicle seemed relatively insensitive to 
clamping, cutting, and ligating, if these were 
accomplished without traction. While I have 
been unable to determine accurately its sen- 
sibility, it is evident that the pain arising from 
traction or twisting originates mostly from the 
mechanical stimulus (pulling) of sensitive 
structures beyond, such as the parietal peri- 
toneum and possibly the retroperitoneal struc- 
tures of the side and back. 

My observations on the sensibility of the 
normal ovary, tube, and uterus do not entirely 
accord with those of Lennander, who thinks 
that they are insensitive. Here, as in testing 
the sensibility of the pedicle of ovarian cysts 
great care must be exercised in retracting or 
otherwise exposing the field to be investigated, 
as the pain experienced may arise from traction 
on the parietal peritoneum and not from pinch- 
ing the ovary, tube, or uterus. My investiga- 
tion of these structures includes other cases, 
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in addition to those reported here. I have been 
able to expose a normal ovary, and pinch it 
with a clamp or mouse-tooth forceps without 
the patient’s knowledge, and have had similar 
experience with norma} tubes and uteri. On 
the other hand, there have been a few instances 
where pinching these structures has caused 
pain, and under circumstances where apparent- 
ly injury to known sensitive structures (as the 
parietal peritoneum) had been avoided. As 
for example, in Case 1, after the collapsed cyst 
had been delivered through the abdominal 
incision, it could be clamped or cut and the 
patient would not complain, but when the 
tube, which was elongated and drawn over the 
cyst, was pinched, the patient complained of 
pain which she could not definitely locate. I 
have had similar experience with the uterus, 
but, on the other hand, in some ventral sus- 
pensions and fixations I have been able to pass 
the needle and suture through uterine tissue 
without the patients appreciating it. These 
differences may be explained in various ways. 
Possibly the sensibility of these structures 
varies in different individuals; or if pain was 
present, there may have been some flaw in my 
method, and I unknowingly injured some other 
part which was sensitive. It must also be 
remembered that if the patient is nervous or 
tired that her statements are apt to be unreli- 
able. Do the pelvic organs become less sensi- 
tive as the patient grows older? In my 
experience, intraperitoneal pelvic operations 
have been less painful in women past the meno- 
pause, and the instances of apparently sensitive 
ovaries, tubes, and uteri have occurred in 
younger women; but even here the apparent 
sensibility to pain has been inconstant, and 
when present it has always been much less 
than that of the parietal peritoneum, and the 
ovary has seemed the least sensitive of the 
three. 

In all cases the parietal peritoneum was 
found to be very sensitive, and especially to 
traction; abdominal retractors had to be used 
with the greatest care; when gauze was intro- 
duced into the peritoneal cavity, it caused severe 
pain if it rubbed against the parietal peritoneum. 
The omentum and intestines were found to be 
insensitive to pinching. 

We can readily see why an ovarian cyst does 


not necessarily cause pain and why it may not 
be sensitive to palpation. Should an ovarian 
cyst rupture, it would not cause pain unless 
the contents were such that they irritated 
sensitive structures, as the parietal peritoneum. 

If conditions arise which cause traction on 
the pedicle, pain will be present, which will 
vary with the amount of traction. According 
to these observations this may be felt in the 
side or back, or if very severe the patient may 
be unable to locate it. If the traction is slight 
it may very well cause backache, and indefinite 
abdominal and pelvic pains. 

Twisting of the pedicle must invariably cause 
severe pain, as clinical experience shows; this 
pain may be localized in the side or back, or 
it may be very diffuse and it may be accom- 
panied by nausea. There are undoubtedly 
many mild attacks of twisting of the pedicle, 
which are relieved by a shifting of the position 
of the cyst with a consequent untwisting of its 
pedicle. In severe cases, with strangulation, 
another source of pain may arise in the escape 
of fluid from the strangulated cyst, which may 
cause a non-infectious irritative peritonitis. 

As long as infection is limited to a cyst or 
involves other non-sensitive structures, pain 
should not be present. 

Adhesions between the cyst and other struc- 
tures will not cause pain unless these adhesions 
unite the cyst to sensitive structures, and 
conditions arise which cause traction on these. 
I recently operated upon a patient with a large 
adherent ovarian cyst, complicated by tuber- 
culosis of the tubes with a resulting pelvic peri- 
tonitis causing adhesions between the cyst, 
intestines, and omentum but not the parietal 
peritoneum. As one might expect, she had 
never suffered any pain. On the other hand, 
in Case 8, pain had been very severe; but here 
many adhesions were present between coils 
of intestines and the parietal peritoneum. In 
like manner a malignant ovarian cyst would not 
necessarily cause pain. 

The presence of abdominal or pelvic pain 
in patients with ovarian cysts usually indicates 
either secondary changes in the cysts, involving 
some sensitive nearby structure, or the presence 
of some other condition, independent oj the cyst, 
which may cause pain. The principal causes 
of pain arising from ovarian cysts are traction 
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or twisting oj the pedicles, or the traction on 
the parietal peritoneum from adhesions. 

We realize that about one out of every six 
ovarian cysts is malignant; and as it is usually 
impossible to distinguish a malignant cyst 
from a benign one while the malignant process 
is still confined to the cyst, it is imperative that 
all ovarian cysts should be removed without 
delay. The presence of pain makes this even 
more imperative and its absence does not ex- 
clude complications, or even the possibility of 
malignancy and its extension beyond the cyst. 
The low primary mortality attended with their 
operative removal, if uncomplicated, makes 
their early diagnosis and removal all the more 
urgent. The operation, in selected cases, 
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may often be easily accomplished under local 
anesthesia; this diminishes the danger of the 
operation and obviates the discomforts of a 
general anesthetic. Should the latter prove 
necessary at any time during the operation, 
it may be given, and often only during that 
part of the operation where it is actually 
needed. 

I regret that these observations are of neces- 
sity fragmentary, but hope that they may at 
least furnish a stimulus for others, in order that 
we may eventually learn more concerning the 
sensibility of the abdominal and pelvic struc- 
tures, and thereby place the clinical significance 
of abdominal and pelvic pain on a more 
rational basis. 
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tegral part of the history of genezal sur- 

gery. Asa specialty, it dates back to 

the remote times when men trained in 
the art of surgery followed armies, and cared for 
the sick and wounded. Although the treat- 
ment of the wounded in battle was their first 
and most important function, it is very natural 
to suppose that the same men were called upon 
for relief in case of sudden illness, and to stay 
the ravages of acute infectious and contagious 
diseases which so frequently followed the foot- 
steps of large armies. At one time as rigid and 
distinct a line was drawn between medicine and 
surgery in military as in civil practice. The 
medical department of the English army was 
once under the jurisdiction of a Surgeon-Gen- 
eral and a Physician-General. During the 
reign of Empress Maria Theresa, of Austria, 
the same division between the surgical and med- 
ical services was in force. The surgical work 
was in the hands of barbers (Feldscheer), who 
were uneducated men, devoid of all knowledge 
of anatomy, the nature of disease, and action of 
drugs. These barber-surgeons were attached 


‘['e history of military surgery is an in- 


to the troops in the field, while the physicians, 


who were graduates in medicine, were stationed 
in the hospitals and formed a part of the Gener- 
al Staff. According to the army regulations, 
issued in the year 1769, it was ordered that the 
surgeons were required to furnish proof that 
they were competent in everything pertaining 
to their surgical qualifications, that they were 
able anatomists, and were in possession of 
enough knowledge of medicine to render ser- 
vice in the most ordinary cases of disease, such 
as fever, dysentery, colic, etc. The Staff-sur- 
geons were educated physicians; but they were 
few in number, and their social position was not 
considered an honorable one. The professional 
relations between the barber-surgeons, and 
staff-surgeons and physicians, were very un- 
pleasant and often vexatious. The latter 
looked down upon the field-surgeons with con- 
tempt, while these paid little or no attention to 
their superior officers. These dissensions and 
quarrels made unanimity of action in the care 
of the sick and wounded an impossibility, to the 
great detriment of those who were in need of 
professional services. The dissension and jeal- 
ousy between the two factions did not cease 
even after the standing and education of the 
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surgeons had been raised to a much higher 
plane. Specialization in the military service, 
enforced in different countries and at different 
times, has never proved satisfactory, and has 
been generally abandoned since the rank and 
social standing of medical officers in all civilized 
countries has been raised to the dignity worthy 
of a learned profession, by requiring candidates 
for the medical service to subject themselves to 
a most rigid examination, thus securing for the 
armies the most desirable and capable men. 
The title of this address limits me to the discus- 
sion of Ancient Military Surgery, and I shall 
confine myself to giving you a brief account of 
the surgery of primitive warfare, such as it was 
before the introduction of firearms. 


WEAPONS OF ANCIENT PRIMITIVE WARFARE 


The animal nature of man, a desire to injure 
and to kill, manifested itself in the second gen- 
eration of man, when Cain slew his brother, 
Abel, with a club. The club or cudgel, the 
first and simplest implement of warfare, has 
held its place in history, until at the present 
time it remains as the most common weapon 
among the scattered remnants of primitive peo- 
ples in different remote parts of the world, and 


has become the unsightly but effective side-arm 


of American policemen. The next weapon 
was the stone, thrown by the hand or whirled 
with greater force with a sling. It was with 
this simple weapon that the obscure shepherd 
boy, David, killed the defiant, overbearing 
giant, Goliath, of the Philistine army, and in 
doing so, decided the victory in favor of the hesi- 
tating, doubting army of the Israelites. In the 
wars waged by the armies of Israel against their 
enemies, as related in the Old Testament, the 
sword, armor, and shield are constantly men- 
tioned as the offensive and defensive weapons 
of war. The lance as an implement of war 
dates back to the time of Homer. This weapon 
was made popular by the display of its use by 
the gladiators in the Roman forum. The long 
wooden shaft made it possible to increase slight- 
ly the range between the combatants. At this 
time the chain or coat-mail came into use as 
a defensive armor. In the beginning of the 
seventeenth century, the lance was abandoned 
by the armies of civilized nations, except by the 
Poles, who were experts in its use as a warfar- 


Instrumentarium chirurgicum. From Gersdorf 1551. 

ing weapon; but it was reintroduced again, to 
a limited extent, in the beginning of the nine- 
teenth century. In 1675 the Kurfiirst of Bran- 
denburg had a mounted bodyguard of lancers. 
Many of the savage races use the lance as a pro- 
jectile, thrown with great skill and accuracy 
with the hand. The Zulu throws his assaigais 
with fatal effect at a range of 4o yards. The 
Eskimo pierces the thick tough hide of the wal- 
rus with his ivory-tipped harpoon at a shorter 
distance and could kill a man at the same range. 
The halberd, a modified lance, was the common 
weapon of war of the Helvetians. It is a long- 
handled weapon of which the head had a lance 
point and several long sharp edges, curved or 
straight, and sometimes additional points or 
hooks, which could be made use of in climbing 
ramparts. The Swiss Guard, in the Vatican, 
retain this historic weapon to this day. An- 
other weapon used by the Helvetians and other 
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Instruments for the extraction of arrows and bolts. From Gersdorf, 1551. 


nations in fighting at close range, was the morn- 
ing star. It consists of a heavy ball set with 
spikes, either attached to a staff or suspended 
from one by a chain. The weapons so far 
mentioned made it necessary to fight hand-to- 
hand, or at least at very close range. The bat- 
tles carried on with them lacked the smoke, 
the thundering of cannons, and the rattle of 
musketry; the din of the conflict was made up 
of the clash of arms, the trample of horses 
and men, the dash of groaning, creaking chariots 
drawn by fiery steeds, the shouts of the fren- 
zied warriors, and the groans of the wounded. 
It was then that 

Arms on armour, clashing bray’d 

Horrible discord, and the madding wheels 

Of brazen chariots rag’d; dire was the noise 


Of conflict. 
MILTON. 


It was this primitive method of warfare that 
tried the courage and physical strength of men, 
when the combatants could look into each 
other’s eyes and inhale each other’s inflamed 
breath. It was then that the hand-to-hand en- 
counter meant death of one or both of the com- 
batants who happened to meet each other in the 
deadly duel. It was in that kind of warfare — 
that the dead outnumbered by far the wounded, 


and that after the battle more hands were needed 
to bury the dead than to take care of the wound- 
ed. The bow and arrow, the catapult, and the 
cross-bow are ancient implements of warfare, 
and their introduction contributed much in 
lessening the horrors of war, as the use of these 
weapons increased the distance between the 
fighting armies, and lessened the number of 
dead on the field, and increased the number of 
the wounded, many of whom subsequently 
recovered under the most unskillful treatment 
then in vogue. No weapon of the chase and 
war has had a wider distribution over the sur- 
face of the earth than the bow and arrow. Most 
of the primitive peoples still in existence are 
familiar with their use. The construction of the 
arrow as a piercing instrument has undergone 
many changes, according to the material avail- 
able. The North American Indians used stone 
for the arrow points; other primitive peoples 
used bone or horn, and wherever iron could be 
obtained and worked, this material was used. 
Feathers have been attached to the shaft of the 
arrow to steady this projectile in its flight and 
make its aim more certain. The English long- 
bow, which accomplished such remarkable 
results in the fourteenth and fifteenth centuries, 
was usually about five and one half feet long and 
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was made of yew, although elm and witchhazel 
were also used. The arrow was three feet 
long, feathered, and tipped with steel. The 
extreme range of this missile was three hundred 
to four hundred yards, and with it fatal wounds 
could be inflicted up to two hundred and fifty 
yards. As the killing effect of a single arrow is 
slight, it has been the custom of savage races, 
from remote times, to charge the point of the 
arrow with some kind of poison, both in hunting 
and in warfare, to insure the better its lethal 
effect on its living mark. In speaking of poi- 
soned arrows, Dionis, a distinguished surgeon 
of the eighteenth century, expresses his opinion 
that civilized nations never made use of poison 
in warfare. Poisoned arrows are still in use 
by many of the African tribes, notably the pig- 
mies of the forest regions, the Massai, Wakam- 
ba, Kilimandschuro, and Somalis. Livingstone 
found at Lake Nyassa arrows poisoned with 
strophanthus. Another poison is derived from 
the root of the akokanthera, still in use by some 
of the natives of East Africa. Stanley sus- 
pected that the pigmies prepared the poison 
from red ants. The experiments which have 
been made with these poisoned arrows on ani- 
mals proved that the depressive effect of the 
poison caused dyspnoea, acceleration of the 
pulse, and finally cardiac paralysis; death be- 
ing preceded by clonic spasms. So far, prompt 
excision of the poisoned wound, as advised by 
Lewin, has been the most successful treatment, 
as there are no antidotes known for the poison. 
The negroes in Central Africa prepare poison 
from erytophlaeum guinense, and strychnos 
icaja. The wounded die of tetanus. The 
Kalahari Bushmen, a pigmy race, obtain their 
poison from the larve of a bug (diamphidion 
cocusta). In the warm-blooded animals this 
poison produces diarrhea, hemoglobinuria, 
and general paralysis. The Indians of South 
America use curare. All of the old authors on 
military surgery allude to wounds inflicted by 
poisoned arrows, and on the importance of 
removing the poison from the wound, or neu- 
tralizing it by the introduction of proper reme- 
dies. 

The cross-bow is simply a modification 
of the ordinary bow, and its projectile is a 
short arrow or bolt. The cross-bow was some- 


times drawn by a small windlass attached to 


693 


the stock. The Helvetians were experts in the 
use of this weapon, as shown by the two mas- 
ter-shots of the hero of that race, William Tell, 
one of which hit the apple on his son’s head, 
and the other the heart of tyrant Gessler. 

In what way the construction of this arm 
came to the knowledge of the Eskimo of the far 
North I cannot explain, but the cross-bow, at 
least as a toy gun for boys, I saw at Etah, in the 
Northern part of the West coast of Greenland. 
When I was at that place during the summer of 
1905, one day a boy, about twelve years of age, 
came on board of our vessel, the ‘‘ Erik,” and 
brought with him a small cross-bow, evidently 
of his own make. The body was made of a 
piece of rough pine board, the bow was the rib 
of some animal, and the string was made of raw 
walrus hide. Short bolts of wood tipped with 
an iron nail were used in place of arrows. The 
catapult was nothing but a giant cross-bow 
with which stones, pieces of wood or iron were 
hurled with great violence, and to a much 
greater distance than the arrows, darts, and 
bolts of the cross-bow. It appears that in the 
catapult a rope, suddenly freed from great ten- 
sion, projected an arrow or some other sub- 
stance placed in a groove. There were great 
catapults, fixed upon a scaffold with wheels, 
which were used in sieges, and small ones, car- 
ried in the hand, which were employed in the 
field. It will be thus seen that with the inven- 
tion of each successive weapon, the distance 
between the fighting armies was increased, and 
hand-to-hand combats became less frequent. 


WOUNDS INFLICTED BY THE PRIMITIVE 
WEAPONS OF WAR 


All of these ancient weapons made wounds 
which, if they did not kill at once, or did not 
involve the organs of any of the large cavities 
of the body, did not often prove fatal. The 
cleanest wounds were those inflicted by the 
sword and by thrusts of the lance. Death 
from hemorrhage seldom occurred unless a 
large artery was severed, which was not often 
the case; or when the weapons penetrated the 
skull or heart, or the vascular abdominal 
organs. The projectiles discharged from the 
bow, cross-bow, or catapult had no explosive 
effect, owing to their low velocity in their short 
flight from the weapon to the mark, and conse- 
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quently the zone of injury was confined to the 


ung der WOM stuck by the projectile. All these mis- 


siles made contused, torn, lacerated wounds, 
Ibyerdimo b2ufch most clean-cut being those inflicted with 
the sword. Few of the arrows passed through 
any part of the trunk, and most of them, when 
wh, \ Ty they hit a limb, were arrested in their course 
by striking a bone, the point of the arrow and 
very often a part of the wooden shaft remaining 
in the tissues. It was the extraction of these 
irregular and usually barbed arrow heads that 
taxed most the limited armamentarium and 
the ingenuity of the ancient military surgeons. 
The same remark applies to broken-off sword 
and lance points. The club and sling made 
fatal wounds by fracturing the skull and 
injuring its contents, or by inflicting subcuta- 
neous injuries of the organs of the chest and 
abdomen. None of these weapons carried to 
any extent any foreign substances, such as 
clothing, hair, etc., into the wound, but the 
perforating implements very often lodged in 
the wounds they made, more especially the 
arrows, darts, and bolts. Wounds made with 
poisoned arrows were especially dreaded, as 
death in such cases resulted more frequently 
from the action of the poison than the imme- 
diate effects of the wound. 


ANCIENT MILITARY SURGEONS AND THEIR 
PRACTICE 


The origin and development of military 
surgery are the counterparts of surgery as 
practiced in civil life. In military practice, 
as in civil life, before anything of the art of 
surgery was known the laymen did what they 
could for the wounded by resorting to the use 

. of the simplest remedies. The Good Samari- 


RYN KI tan poured oil and wine into the wounds of the 


SN victim of robbers he met on his way from Jeri- 
\\ ’ cho to Jerusalem, and then took him to the 
\\ little inn half-way between these cities, and 
made provision for his further care. The 

ancient warriors took care of their wounded 

by leading or carrying them away from the 

tumult of battle to a place of safety. In the 

heart of the simple soldier the humane treat- 

ment of the wounded had its origin. The 

Egyptians, Babylonians, and Hebrews enter- 

Wounds inflicted by ancient war implements. From tained a high regard for the physicians of their 

Brameschurig, 1497. 5 

armies, and the Sanscrit account of the Ramay- 
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ana of the East Indians informs us that thou- 
sands of years ago the wounded were removed 
from the field of battle, and were taken care 
of in tents, where beds of leaves were prepared 
for them. Fora long time priests assumed the 
réle of physicians and surgeons in military as 
well as civil practice. 

While among the Egyptians surgery and 
medicine constituted a part of their mysteries, 
Greece wrested these sciences from the hands 
of the rude and ignorant priests by the estab- 
lishment of three medical schools at Rhodos, 
Guidos, and Cos. At an early date the Per- 
sians had military surgeons. Xenophon re- 
lates that at the famous retreat of the ten thou- 
sand, when they arrived in the evening at 
several villages, eight physicians awaited their 
arrival and cared for the wounded, and re- 
mained with them while the army continued 
the retreat. 

Homer says that Achilles was skilled in 
dressing wounds, and had a good knowledge 
of the virtues of medicinal plants. At the 
siege of Troja, the Commanders Podalirios 
and Machaon distinguished themselves as cou- 
rageous warriors and skilled physicians. A 
fleet of thirty ships was used for the reception, 
care and transportation of the wounded, the 
first record in history of ships being employed 
for this purpose. 

During the Roman Republic, her armies had 
no special surgeons, but their commanders, 
usually men of wealth, had their own private 
physicians, whoaccompanied them on the march 
and in battle. 

A regular military medical service dates to 
the organization of a regular standing army 
by Emperor Augustus. The physicians were 
usually Romans, or naturalized foreigners, as 
only citizens were eligible to military service. 
The physicians attached to the army received 
special instruction for their vocation. 

At this early date hospitals (Valetudinaria) 
were established for those who were severely 
wounded, and these were cared for by male 
attendants. The physicians at that time 
commanded little respect and were humiliated 
in the eyes of the soldiers by being obliged 
to bear slave names. Each Cohort, about 
one thousand men, had four physicians, 
and their standing was on a par with that of 


the non-commissioned officers. During the 
time of their active service, the physicians of 
the Roman Legions were exempt from serving 
in any kind of civil office, and the same privi- 
lege held good after their retirement. Among 
the physicians of the Legions and auxiliary 
Cohorts, a distinction was made between the 
“Medici” and Medici ‘‘Ordinarii.”” In the 
navy there were also two classes of physicians. 

Of the Roman garrisons, each had one phy- 
sician, while the seven Cohorts vigilum each 
had four physicians. Under the influence of 
Christianity and philosophy, it was made pos- 
sible to secure later more capable surgeons for 
the army. Hospital corps work came into use. 
Litter-bearers accompanied the army; six to 
ten men for every two hundred to four hun- 
dred soldiers, made up a part of the army. 
These men were non-combatants, as in the 
text-books of tactics published under the reign 
of Emperor Leon, in Chapter x1, it is stated: 
“The advance guard is to be supplied with a 
few assistant physicians, whose duty it shall be 
to take care of the wounded. Each Cohort 
must have eight to ten agile, well-selected men, 
without arms, who must march one hundred 
steps in the rear of the soldiers. Their duty 
shall consist in removing from the battle-field 
the seriously wounded to a place of safety, and 
protect them against further injury.” For 
each soldier saved, a reward of a silver dollar 
was promised as an inducement for these men 
to do their duty well. They were also re- 
quired to carry with them a sufficient supply 
of drinking water, and to maintain the same as 
long as the wounded were suffering from burn- 
ing thirst. Each army had a common hos- 
pital, and the sick and wounded in the field 
were cared for in tents, and often in private 
houses. The physicians at that time had no 
executive power, as they were subordinate to the 
Prefect, the Tribunes and even to non-com- 
missioned officers. 

Abul-Kasem, an Arabian surgeon of note, 
who lived during the latter part of the tenth 
century, wrote a work on medicine, which 
represented the practice of his time, and in 
which one chapter is devoted to military sur- 
gery, in which were incorporated his own 
experiences in the field. In severe injuries of 
the skull, he recommended bleeding from the 
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First-aid on the Battlefield. From Gersdorf, 1551. 


He dressed 
He 


cephalic vein on the opposite side. 
wounds with cotton dipped in rose oil. 
made use of the ligature or cautery in arresting 


hemorrhage. He described suturing of in- 
testinal wounds with catgut, made more resis- 
tant by adding to it vegetable fibers. In pene- 
trating arrow wounds of the abdomen, he cau- 
tioned not to remove the arrow if the symp- 
toms indicated the existence of a visceral injury. 
Like all the ancient authors, he extracted arrows 
through the wound of entrance, if possible, 
or forced them through the remaining tissue to 
the opposite side and removed them through a 
counter incision. If the arrow is firmly fixed 
in place, he recommended that the attempt at 
extraction should be postponed for a few days. 
In wounds made with poisoned arrows, he 
made a crucial incision for the purpose of 
reaching the poison with soothing remedies. 
Foreign bodies impacted in bones, he removed 
by the use of the trephine. 

The Helvetians regarded the cure of the 
wounded as a sacred duty; but from the earliest 
records until to the beginning of the 16th cen- 


tury, the humane treatment of the wounded 
was limited to their own soldiers, while the 
wounded prisoners of war were invariably 
killed. ‘This barbaric custom was sanctioned 
by all other nations at that time, and was one 
of the binding articles of the regulations of 
war. First aid was rendered by the soldiers, 
who did not hesitate to use the knife when it 
became necessary to extract arrows and bolts. 
After the battle of Laupen, Rudolph von 
Erlach, the commander of the troops of the 
Canton of Berne, issued an order to dress the 
wounded. It was the custom of the ancient . 
Swiss army, in case of victory, to remain on 
the battle-field for three days and three nights, 
in order to take proper care of the wounded. 
Barber-surgeons were employed since the 
Gugler war in 1375. They had no rank, no 
uniform, or insignia to distinguish them from 
the common soldier, and received double pay 
of a private. They were armed and fought in 
the line until the battle was finished, and then 
took care of the wounded in the field, in neigh- 
boring houses or public buildings. Asa general 
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rule one barber-surgeon was assigned to every 
4oo men. 

The title “Feldscheer” appears first about 
the middle of the 16th century. These barber- 
surgeons had their apprentices, who accom- 
panied them on the march and in the field, and 
who did most of the manual work. The im- 
plements of war made use of by the Swiss army 
at that time were the cross-bow, lances with 
wooden shaft eighteen feet long, halberds with 
shaft eight feet long, clubs, battle-axes and 
battle-hammers, ‘“‘morning star,” and two- 
edged swords as side-arms. The battles were 
always of short duration, and as the surgeons 
did their good share of fighting, the care of the 
wounded was reserved until the victory was 
won; and in case of defeat, the wounded fell 
into the hands of the executioner in place of 
surgeons. 

The origin, growth, and advancement of the 
medical service in the English army is extremely 
interesting, and forms the counterpart of what 
took place in other European countries at the 
same time or later. After the landing of Em- 
peror Claudius, in 43 A. D., at the triumphal 
feast of Brittanicus, considerable honor was 
also showered upon Scriborius Largus Medicus. 
A monument has been found in the walls of the 
ancient ruins of the old station at Chester, to 
Anicstio Ingenuus, physician of the first Tungri 
Cohort, dating back to the year 207. Among 
the primitive Saxons, the healing art was com- 
bined with the priestly functions and mixed 
with mystic customs, until the tenth century, 
when medicine was intimately associated with 
theology. Medicine and theology were made 
two distinct professions in the year 993, by the 
sixth Lateran Council of the Monks. Under 
the reign of Edward I., the designation of Myre 
for physician appears first. At that time Latin 
editions of Hippocrates and Galen were intro- 
duced into England, and at the same time a 
desire arose for Oriental drugs, and with it the 
apothecary’s art became prominent, which was 
unknown in England until the thirteenth cen- 
tury. 

In 1229 the title, surgeon, came into use. 
Surgery at that time was intimately associated 
with the barber’s trade. Among the military 
surgeons the names of Manniot and Nigellus 
appeared first as physicians in the Doomesday 
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Book, twenty years after the battle of Hastings. 
The former was at the same time Chaplain to 
the King. In 1227 an English surgeon is 
named, who treated the wound of Edward L., 
inflicted by a murderer. In the year 1300 it 
appears that the first efforts were made to es- 
tablish a sanitary corps, as in the army list a 
physician, two surgeons, and two assistants are 
mentioned. The physicans and surgeons were 
mounted, and were considered as soldiers, while 
the assistants, although mounted, were shield- 
bearers and had no pack-horses. In the muster 
roll of the army of King Edward L., in 1346, the 
sanitary personnel is not mentioned. In 1415 
there were with King Henry V., a physician by 
the name of Colnet, and the surgeon Morestede, 
and twelve assistants, at the battle of Agin- 
court. 

Queen Isabella, of Spain, in the year 1484, in 
the expedition against the Moors in Granada, 
planned the establishment of a series of hospi- 
tals to be called Lazarettos of the Queen, but 
the project was not realized. Henry the IV. 
was the first one to build and maintain perma- 
nent military hospitals, an example which from 
that time was imitated by other nations. 

The care of the wounded and sick, by volun- 
tary aid, dates back into the distant past. 
Among the Romans a voluntary corps was or- 
ganized to take care of the wounded. The an- 
cient German armies were followed by a wagon- 
train, which was made up and was managed 
by relatives and friends of the soldiers, which 
followed at a safe distance from the fighting 
line, and to which the wounded were carried 
and where they were cared for. On the arrival 
of the wounded, a careful examination of the 
location of wounds was made; if they were 
received in fronting the enemy they were care- 
fully dressed, but if the reverse was true they 
met with little sympathy. 

Under Emperor Moritz VI, in the sixth 
century, there was organized a corps of mount- 
ed litter-bearers, whose duty consisted in remov- 
ing the wounded from the battlefield, and in 
supplying them with water and stimulants, and 
in dressing as well as they could their wounds. 
The humane intention of the Geneva Conven- 
tion was anticipated in a practical way in 1743, 
when during the war in Flanders, Earl Stair, 
Commander of the English Army, effected an 
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Extraction of arrowhead by the use of the Diocles 
instrument. From Gersdorf 1551. 


agreement with the Commanding-General of 
the French army, Marshall Noailles, that the 
wounded and hospitals should be considered 
neutral and receive the protection of both of 
the contending armies. 

Pringle, who was the Chief Surgeon of the 
English army, stated that this agreement was 
faithfully adhered to by both armies through- 
out the entire campaign, and expressed the 
hope that this example would be imitated in all 
future wars. 


ANCIENT TREATMENT OF WOUNDS OF WAR 


Fatal and dangerous subcutaneous wounds 
inflicted by the use of blunt instruments, such 
as the club and stones, were ignored by the an- 
cient military surgeons, whether they were lay- 
men, priests or professionals. Implements of 
ancient warfare, like the sword, lance, arrow, 
cross-bow, and catapult, the cannon of the an- 
cient armies, made open wounds which, in the 
minds of the laymen, soldiers, and ancient sur- 
geons, appealed for surgical assistance. As 
many of these wounds were regarded as poi- 


soned wounds, hot or boiling oil was considered 
by many as the most appropriate remedy, and 
although a painful procedure, the cauterizing 
effect of this application must have had an 
important influence, not as was expected, in 
neutralizing the action of the supposed poison, 
but in the prevention of infection. The use of 
oil and wine in the treatment of wounds dates 
back to the remotest ‘period in the history of 
surgery, and these remedies maintained their 
reputation for many centuries. The oil was a 
soothing agent and the alcohol contained in the 
wine possessed potent antiseptic properties. 
At a later date the different kinds of spirits took 
largely the place of wine, and as these contained 
a much larger percentage of alcohol they served 
the purpose of stronger antiseptics, unbeknown 
to those who employed them. The ancient 
surgeons, like the ancient physicians, had great 
faith in the virtue of local applications, and 
relied upon them to accomplish impossible 
things. The faith of the ancient physicians in 
the power of external remedies drawing to the 
surface all sorts of bad humors, and even wood 
and iron, remains to-day to a certain extent in 
the mind of the public, educated and ignorant. 
My distinguished countryman, Theophrastus 
Paracelsus, had little confidence in surgery, but 
unlimited faith in remedies. In his little book 
on Surgery, Wundt und Leibartzenei, pub- 
lished in 1555, in speaking of the treatment of 
arrow wounds, on page 22, he says: “‘Sonder- 
lich in den haketen pfeilen, unnd so es so hefftig 
wolte andringen, so geuss ein Kalts wundt dle 
inn die Wunden, unnd fahr mit den stich pflas- 
tern fiir, so wiirde es Gemeystert.” He, like 
his ancestors and contemporaries, entertained 
the idea that arrow points lodged in the body, 
which could not be removed by the art of sur- 
gery, could be brought to the surface in the 
course of time by pouring oil into the wound, 
and by applying over it a drawing plaster, of 
which he gives many formulae, and to which he 
ascribed miraculous properties. His favorite 
styptic was composed of moss taken from skulls 
found in graveyards, mill-dust, rabbit’s hair 
taken from the under-surface of the tail, and 
sulphate of copper. His colleague, Hyeronimus 
Braunschweig, or, as he called himself, Hyer- 
onimo Bruschwig, in his book published in 
1497, “Dis ist das buch der Cirurgia; Hand- 
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wirkung der Wundartzny,” had the same blind, 
unlimited faith in salves to accomplish what 
surgery could not do: to draw to the surface 
lodged arrow heads which could not be ex- 
tracted. I will give here literally his favorite 
formula : 

“‘Frumenti 

Mellis 

Unreinigkeit uss dem vin vass Jedes ein halb 
pfunt. 


Lym als do man végel mit vohet.. . . viii lot 
Armoniacum iili lot 


Und mach ein pflaster dar von un bruchs wie 
ich vor geseit hon. Oder mach im aber diss 
pflaster das do an sich ziiht pfyl ysen od’ wachs 
v6 isen in dem mensche steke ist. 

Nim apostem der do gemacht ist nach der 

Magneten stein den ma 


Gelben angstein, 

Polipodium, 

Diptani albi jedes ein halp lot. 
Hasenschmalz, 

Hanff sat Gly, 


Terbentin ein halp lot, D iiii, und mach ein 
pflaster dar uss, und leg das dar uff.” 

This is by no means the longest formula he 
and other ancient surgeons gave for compound- 
ing salves and plasters from which they ex- 
pected strange and impossible results. 

Aurelius Cornelius Celsus (Liber vii, Ger- 
man translation by Khiiffner, 1531), one of 
the earliest writers on arrow wounds, empha- 
sizes the fact that owing to the peculiar shape 
of the arrow, its extraction is a matter of great 
difficulty. It must be extracted through the 
wound which it made, after enlarging the same 
by cutting, if the arrow has penetrated under- 
neath the skin. If the weapon has caused 
injury of important parts and its removal 
through wound of entrance is not practicable, 
it must be forced forward and extracted through 
a counter opening made with a scalpel on the 
opposite side, but in doing so tendons and large 
blood-vessels must be avoided. The extrac- 
tion is always difficult, owing to the narrowness 
of the wound made by the weapon, and much 
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force is necessary for its extraction because it is 
provided with so many points. A dilator made 
of iron facilitates the operation. If the shaft 
has become detached, the point is seized with 
the fingers or forceps and is extracted through 
the wound. It is also advised to break off the 
points of the arrow head with forceps to facili- 
tate the removal of the weapon. If this can- 
not be done, cover points with strong quills. 
If the arrow point is large and broad, it must 
always be removed through the wound of en- 
trance with the dioclis belulau, an iron instru- 
ment invented by Diocles. This is a tubular 
instrument which is forced into the wound until 
it is in touch with the arrow head, which is then 
grasped with two fingers, when arrow and in- 
strument are withdrawn together. If stones 
or other foreign bodies have penetrated the 
skin, they must be removed through the wound 
of entrance after enlarging the same by incis- 
ion. If the arrow is impacted in a bone, it 
must be rocked to and fro to loosen it before it 
can be extracted with the hand or forceps. If 
this cannot be done, the bone on the side of the 
arrow head must be bored in order to loosen it. 
If the arrow is a poisoned one, its immediate 
extraction is urgently indicated, and when this 
has been accomplished appropriate remedies, 
local and general, are resorted to. 

Walter Ryfi (Gross Chirurgei oder Vollk- 
rommene Wundariznei, 1559), of all the old 
authors, gives the best description of arrow 
wounds and their treatment. He classified 
arrows under six classes according to the mater- 
ial they are composed of, their shape and size. 
The points are made of iron, steel, brass, zinc, 
lead, horn, glass, or bone, and their shaft of 
wood or bamboo, usually feathered. The sur- 
geon must be familiar with the shape of the 
point in deciding on the method of removal. 
The barbed arrows make the most trouble in 
attempts at extraction. If the barbs are di- 
rected backward, if there are no contra-indica- 
tions, or if the arrow is lodged nearer the 
opposite side, it should be pushed through and 
removed through a counter incision. If the 
barbs are directed forward, it must be ex- 
tracted through the wound of entrance; if for- 
ward and backward, the wound of entrance 
must be enlarged by incision. He refers to 
cases in which foreign substances have re- 
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mained in the tissues after healing of the 
wound without causing any serious trouble. 
If the difficulties are such that it is not safe to 
remove it, the case must be left to nature and 
the external use of drawing salves. 

For several thousand years, during which the 
ancients waged war with the primitive weapons 
which I have described, the treatment of 
wounds remained about the same. Under 
favorable conditions, efforts were made to ex- 
tract foreign bodies lodged in the body. Of 
these, imbedded arrows constituted the most 
frequent indications for operative intervention. 
The instruments were of the crudest kind, more 
genius being expended on their ornamenta- 
tion than to make them more effective. Va- 
rious forms of forceps, straight and curved, with 
serrated and smooth blades, all of them un- 
necessarily bulky, were the most important 
instruments. The crow-bill forceps was the 


most frequently recommended. An instrument 
called impulsor, made of a straight piece 
of metal with a handle, was used in pushing 
the arrow head through the tissues to the 
opposite side, from where it was extracted 
through an incision made in the skin. In 
enlarging the wound of entrance preliminary 


to extraction of the foreign body, the dilator 
(Loucher) and scissors are mentioned about 
as often as the knife. If the extraction of 
the foreign body was deemed impossible, or 
attended by too much immediate danger to 
life, salves, plasters (stich pflaster), or warm 
decoctions made by boiling different kinds of 
herbs and roots in wine, were relied upon in 
accomplishing what surgery could not do. As 
a fair sample of ancient military surgery in 
dealing with arrow wounds, I will quote ver- 
batim from Braunschweig’s book, referred to 
above. He describes, on page 19, the three 
methods to be pursued: ‘Der erst, das es uss 
gezogen wiirt mit Zangen und instrumente 
als hie nach un auch vor stat. Der ander weg. 
Das es mit gewalt durch schlagen wiirt das es 
zu der ander sitten uss gat do es nit ingangen 
ist. Der dryt weg, so es nit gern uss gat, oder 
heilsamcklichen uss Gezoggen mag werden. 
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Ursach als ich ob geschribe hab dz du nit 
magst die wunde witteren i keinerley weg wed’ 
mit mysselen oder mit Sniden, so lass man es 
ful werden etwa manche, so gat es gern her 
uss.’ 

He refers to a case in which an arrow point 
was lodged in the body, and the most famous 
surgeons, who were called, failed in removing 
it. An ordinary barber of Strassburg, by the 
name of Hans Meyer, was then consulted, who 
by deft manipulations turned round the point 
before making attempts to remove it. He 
succeeded, and at once became famous and 
the recipient of many honors. He cautioned 
the surgeons in extracting the arrow to be care- 
ful not to break off the wooden shaft, as such an 
occurrence would greatly enhance the difficulty 
in removing the detached head. 

If a conservative course of treatment was 
decided upon, in addition to the use of drawing 
salves, plasters, and decoctions, a tent was 
inserted into the wound until the foreign body 
could be extracted, or was eliminated spon- 
taneously. Both Braunschweig and Hans. 
Gersdorf warned the surgeons not to undertake 
an operation, if the life of the patient was in 
immediate jeopardy, until the wounded re- 
ceived the last sacrament. Gersdorf copies 
almost word for word from Braunschweig in 
describing the symptoms indicating the exis- 
tence of a penetrating wound of the heart, lungs, 
stomach, intestines, and bladder, all of which 
were regarded as mortal and in the treatment 
of which, both surgeons and physicians oppose 
any operative attempts at extraction of the 
arrow. 

As ancient military surgery was practiced 
mostly by men who lacked education, the 
literature of that period is very scanty and 
unreliable. All of the ancient authors base 
their practice on the teachings of Hippocrates, 
Celsus, and Galen, the three glittering lights of 
ancient medicine and surgery, whose opinions 
dominated medical thought for centuries, and 
in doing so held in check the spirit of original 
research, and independent, unbiased, indivi- 
dual, and collective clinical observation. 
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A Case OF REMARKABLE LATENCY (SPONTANEOUS HEALING?) OF CARCINOMA 


By EVARTS A. GRAHAM 
(From the Pathological Laboratory of Rush Medical College) 


ATTY, mucoid, and colloid changes 
have been known for many years to 
occur in carcinoma. Within the last 
twenty-five years more extensive de- 

generative processes have been described, lead- 
ing, in a few rare instances, to complete retro- 
gression and disappearance of the tumor. In- 
stances of calcification of so-called epithelio- 
mata have been reported by Malherbe,’ Che- 
nantais,? von Noorden,’ Pilliet,s Denecke,° 
Stieda® and others. But sufficient evidence of 
malignancy is not given in the records of the 
cases to warrant special consideration in the 
present article. However, distinct healing 
processes in the margin of squamous-celled 
carcinoma were observed by Becher,’ who de- 
scribes changes in the epithelial pearls suggest- 
ing retrogression, such as atrophy and cornifi- 
cation of the cells, and the presence of numer- 
ous giant cells both of the myeloplax and Lang- 
hans varieties. He attributes to the giant cells 
a phagocytic action in removing the atrophic 
epithelial cells, and concludes that by means 
of this process a substitution of some of the 
pearls with young connective tissue is accom- 
plished. Petersen® confirmed these findings 
and Swartz * records similar observations. 

In 1883 Wehr ?° observed a case of spon- 
taneous retrogression, or so-called healing of 
carcinoma, in one of a series of dogs in which 
experimental production of carcinoma had 
been produced by subcutaneous inoculation 
with fragments of a medullary carcinoma taken 
from the vaginal mucosa of a bitch. Inocula- 
tion was not followed by inflammatory reac- 
tion; and tumors appeared within two or three 
weeks. After reaching the size of beans in six 
or eight weeks, they remained stationary for 


1 Arch. d. Physiologie, 1881, viii, 520. 

2 Thesis, Paris, 1881. 

3 Bruns’s Beitr., 1888, iii, 467. 

4 Bull. d. 1. Soc. anat. d. Paris, 1890, Ixv, 200. 
5 Virchow Festchrift, 1893. 

6 Bruns’s Beitr., 1896, xv, 797- 

7 Virchow’s Archiv, 1899, 156, 62. 

§ Bruns’s Beitr., 1902, xxxiv, 682." 


awhile and then disappeared. Gaylord and 
Clowes " have collected four cases of spontan-_ 
eous disappearance in human beings of growths 
diagnosed microscopically as carcinoma. They 
are as follows: 


Case 1. Senger’s” attention to the possibility of 
carcinoma healing spontaneously was aroused by the 
case of a man, 50 years of age, who presented, on exam- 
ination, a hard ulcerating tumor, the size of a bean on 
the side of the tongue opposite the stump of a tooth. 
The submaxillary lymph-glands were enlarged, and a 
clinical diagnosis of carcinoma was made. After a few 
weeks, the tumor had completely disappeared without 
operative interference, since the patient’s consent could 
not be obtained. Later a woman, 42 years of age, pre- 
sented herself with a painful tumor, the size of a cherry, 
situated on the mucous membrane of the mouth oppo- 
site the stump of a molar tooth. Both a clinical and 
microscopical diagnosis of carcinoma was made. Half 
of the tumor and the offending tooth were removed. 
After four weeks the remaining portion of the tumor had 
disappeared; and no recurrence took place during the 
following year. 

CAsE 2. Crosbie * reports the case of a patient, 17 
years of age, who presented the clinical and microscop- 
ical picture of a carcinoma of the lower lip. No glan- 
dular enlargement was present. Because of an ecze- 
matous condition, the lesion was treated for a time with 
antiseptic ointments, after which, part of it was removed. 
Eight months later the lesion had disappeared except 
for a small cicatricial nodule. There was no recurrence 
within one month after the disappeareance of the ulcer. 

CasE 3. A. Pearce Gould records the case of a 
woman, anurse, 37 years old, with a primary carcinoma 
of the breast and multiple metastases. Three radical 
operations were performed for the removal of recurrent 
and superficial metastatic growths. Recurrent tumors 
appeared again but no further operation was performed. 
Nine months later all the nodules had disappeared. Six 
months elapsed between the disappearance of the 
growths and the report of the case. 

CAsE 4. Rotter '§ describes a case of spontaneous 
healing of carcinoma of the rectum which developed in 
a case of multiple polypi of the sigmoid flexure and 
rectum. 

® Virchow’s Archiv, 1904, 175, 507. 

10 Verhandl. d. Deutsch. Gesellsch. f. Chir., 1888, i, 52. 

11 Surg., Gyn. and Obst., 1906, ii, 633. 

12 Verhandl. d. Deutsch. Gesellsch, f. Chir., 1894, xxiii, 171 
13 Brit. Med. Jour., 1899, i, 338. 

14 Clin. Soc. Trans., 1897, xxx, 205. 

15 Arch f. Klin. Chir. 1899, lviii, 357. 
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To the above may be added the following: 


CasE 5. Richardson ** mentions the case of a man 
of thirty who had a tumor of the bladder which was 
diagnosed both clinically and microscopically as car- 
cinoma. A recurrence appeared soon after the opera- 
tion, but the patient refused a second operation. Two 
years later, after treatment by a “cancer doctor,’’ the 
tumor had disappeared, and there was no recurrence 
within the following four years. 

CasE 6. Proescher'’ reports a carcinoma of the 
‘gall-bladder in a man, 22 years of age. Most of the 
gall-bladder was removed at operation, and found 
microscopically to be carcinomatous. ‘Thirteen weeks 
later, because of the persistence of a small fistula, an- 
other operation was performed, in which the remainder 
of the gall-bladder was excised. On microscopical 
examination this remnant was found to contain hyalin 
sclerotic masses, within which were necrobiotic car- 
cinoma cells. No recurrence was observed up to five 
months after the second operation. 


In addition there are reported in the litera- 
ture several cases of spontaneous retrogression 
and disappearance of tumors pronounced clin- 
ically to be carcinoma, but in which no record 
of microscopic examination is given. W. 
Roger Williams ** cites the following cases: 


CasE 1. Hutchinson records the case of a woman 
who had had a hard tumor of the right breast thirteen 
years before presenting herself to him for pulmonary 
trouble. On examination no tumor-mass was found 
on the breast but instead there was a thin, smooth, 
glossy scar, extending over the whole of right mammary 
region and beyond the mid-axillary line. The left 
breast was similarly affected. There were enlarged 
hard glands in each axilla and a hard subcutaneous 
nodule on the anterior border of the left axilla. No 
ulceration present. Pulmonary trouble found to be 
due to solid growth, and patient died two months later. 
No autopsy. 

CasE 2. Bryant had under his observation a woman, 
33 years old, who, nineteen years before her death, had 
a hard ulcerating tumor of right breast, with involve- 
ment of surrounding tissue by infiltrating growth and 
enlarged axillary lymph-glands. Operative interference 
was declined. Eight years later the tumor was found 
to be replaced by a puckered, linear scar and two small 
tubercles were present in the skin near the scar. Death 
occurred from pulmonary trouble without obvious in- 
crease of the local disease. 

CasE 3. Broca describes the case of a woman, 69 
years of age, in whom a large carcinomatous growth of 
the breast during several years’ duration was entirely 
destroyed by ulceration, except for one small nodule. 


16 Trans. Amer. Surg. Ass., 1898, xvi, 309. 
V7 Jour. A. M. A., 1907, xlviii, 480. 

18 20th Cent. Prac. of Med., 1898, xvii, 394. 
19 Therap. Monats., 1903, xvi, 553. 

2 Lectures on Surg. Path., 1853, ii, 337. 
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CasE 4. Broca also observed an ulcerating tumor 
of the female breast, of fifteen years duration, in which 
the growth disappeared spontaneously twice and re- 
appeared. Death occurred finally from metastasis. 

Mohr ** quotes the above cases and in addi- 
tion cites the following: 

Case 5. Webb records case of carcinoma of lip. 
Two recurrences. Spontaneous retrogression and 
healing of second recurrence. Death from accident 
eight years later. 

Case 6. Von Hansemann reports a case of carcin- 
oma of rectum in which the tumor advanced suddenly, 
then retrogressed and disappeared. 

CasE 7. Mohr adds to these a case, in a man 66 
years old, of spontaneous retrogression of a tumor of 
the mucous membrane of the mouth, diagnosed clinic- 
ally as inoperable carcinoma. 


Retrogression of mammary carcinoma, in 
connection with an acute outbreak of pulmon- 
ary tuberculosis, has been observed by Paget,?° 
Sigg ** and others. Perrin” has noted a 
subsidence of cancer after operation for goitre 
followed by much suppuration, and Beatson * 
has recorded a regression of breast carcinoma 
after odphorectomy. Steudel*, Lindner * and 
others record cases of subsidence of carcinoma 
of the stomach after gastroenterostomy. 

The case to be reported presents the follow- 
ing history: Mrs. H., 61 years of age, in the 
care of Dr. A. C. Haven of Lake Forest, IIl., 
was operated upon in June, 1897, by Dr. L. L. 
McArthur, for scirrhous carcinoma of the right 
breast. The breast was amputated and the 
patient made a good recovery, and had no re- 
currence either at the site of the operation or in 
the lymph-glands. In 1899, during a severe 
attack of pneumonia, she was unconscious for 
several days. During all of the summer of 
1903, the patient was ill with symptoms of dia- 
betes insipidus. As much as 150 ounces of 
urine was passed in 24 hours. After gradual 
failure, and progressive weakness, death oc- 
curred on November 8, 1903. An autopsy was 
made by Professor Hektoen. 


ANATOMICAL DIAGNOSIS 


Old amputation of breast; secondary carcinoma of 
pleura, liver, pancreas and adrenals; emphysema of 
lung; adhesive pleuritis; atrophy of heart; mitral 


31 Cor-Bl. f. schweiz. Aerzte, 1891, xxi, 261. 
22 Rev. med. de la Suisse Rom., 1891, xi, 195 
3% Brit. Med. Jour., 1896, i, 1386. 

% Bruns’s Beitr., 1899, xxiii, 408. 

25 Bruns’s Beitr., 1900, xxvi, 462. 
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stenosis; sclerosis of aorta; beginning aneurism of 
abdominal aorta; thrombosis of aorta and iliacs; atro- 
phy of pancreas; chronic nephritis; calcified thrombi 
in veins of broad ligament; senile marasmus. 

The body is that of an old woman, rather poorly 
nourished, with a large scar across the right breast, 
which is absent. Rigor mortis is slight. The abdom- 
inal cavity empty; peritoneum smooth. In both chest 
cavities is considerable clear fluid. There are adhe- 
sions over the apices of both lungs. The pericardial 
cavity is empty. 

The lungs are light and spongy, meeting in the me- 
dian line. Here and there in the pleura are flat areas 
of a whitish color, frequently puckered, the largest 
measuring about 3 cm. in diameter. The lungs show 
no further changes on section, except some induration 
at the apices. The heart is small; the coronaries con- 
voluted; the mitral orifice greatly narrowed by thick- 
ening of the valve. The aortic valves are also thickened 
and stiff, and the aorta is dilated, with here and there 
rough places. At the beginning of the abdominal aorta 
is a small bulging admitting of the end of the finger. 
The last 15 cm. of the aorta is occluded by a yellowish, 
firm thrombus which extends into the iliacs. The 
spleen, stomach and intestines are normal. The liver 
is small, containing in the right lobe a rounded, whitish, 
firm node, about 5 cm. in diameter. ‘The pancreas is 
small, containing two or three whitish areas of tumor 
tissue. In both adrenals are rather extensive infiltra- 
tions, with tumor tissue. In the broad ligament are 
numerous calcified areas and nodules apparently within 
the veins. Otherwise the pelvic organs are normal. 
The kidneys show considerable shrinking with uneven- 
ness of surface and thinness of cortex. 


HISTOLOGICAL EXAMINATION 
Lungs. 


Sections taken through the whitish puckered 
areas on the pleura show broken irregular rows of cells, 


lying in a considerable amount of stroma. There is 
evidently an attempt at tubule formation on the part 
of the tumor cells. Around the periphery of each mass 
are many congested capillaries and a rather dense, 
small, round-celled infiltration. The growth is not 
sharply circumscribed and limited to the pleura, but in 
places it extends into the alveolar walls, which are thick- 
ened near the border of the lung. In sections of some 
of the whitish areas, the amount of stroma is relatively 
greater in proportion to the number of cell cords, and 
in such instances there are nests of cells surrounded by 
a rather thick connective tissue wall. Well-formed 
blood-vessels are present in septa between the cell- 
nests. The cells composing the tumor parenchyma 
are, for the most part, of irregular shape but many are 
roughly cuboidal. The nuclei are large and granular, 
and of irregular shape. No mitotic figures are evident 
on careful search in many sections. In one section 
there is an appearance of a fusion of several cells having 
occurred, resembling giant-celled formation. Other 
parts of the lungs show edema and passive hyperemia. 
Liver. Sections of the tumor bear a close resem- 
blance to that in the lungs. The mass is not sharply 
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circumscribed but cords extend into the degenerated liver 
tissue. The blood supply is less in evidence, and there 
is more of a tendency to the formation of solid cords 
instead of tubules. The surrounding liver tissue is 
compressed, so that the lobules are with difficulty made 
out. There is a considerable amount of pigment, which 
is deposited both intra- and extra-cellularly. There 
are a few small areas of congestion. 

Pancreas. One section shows areas of carcinomatous 
tissue similar to that described.in the lung. These are 
separated from each other by large amounts of connec- 
tive tissue, containing large blood-vessels and dilated 
ducts. There are many round masses of cells which 
resemble islands of Langerhans, but which are sur- 
rounded by thick connective tissue. Within the adipose 
tissue composing part of the section is a small lymph 
node. Several other similar nodes are found. Another 
section shows large areas of digestion. The islands of 
Langerhans show no changes. 

Adrenals. Sections show normal tissue except where 
the tumor is present. The tumor here also resembles 
that in the lung. Nests of cells are separated from each 
other by bands of connective tissue; and in several 
sections of the right adrenal a mass of tumor cells, occu- 
pying the reticular zone, is found to be surrounded by 
a dense capsule of connective tissue. 

Kidney. The glomerular cells are indistinct, and 
there is some increase in connective tissue within the 
glomeruli. Bowman’s capsule is thickened. The 
convoluted tubules nearly all appear necrotic or greatly 
degenerated. The collecting tubules appear normal 
but there is an increase in connective tissue as in all 
parts of the section. This increase between the con- 
voluted tubules is slight. There are several dilated 
tubules filled with darkly-staining, homogeneous casts. 
There are concentric whorls of connective tissue which 
appear to be small arteries, the seat of endarteritis 
obliterans. 


SUMMARY 


The above case presents many interesting 
features. The fact that six years after the 
operation multiple metastatic foci were found 
in the viscera, without any clinical symptoms 
leading to a suspicion of their presence, with the 
gross and microscopic appearance of the nod- 
ules, is of special interest. Concerning the 
latter, it is noteworthy that the gross resem- 
blance to scar tissue is borne out, to a consider- 
able degree histologically, by the finding of 
dense bands of adult fibrous tissue intersecting 
the tumor areas; in some places there has been 
formed a complete capsule around the whole 
mass, while surrounding those areas not yet 
distinctly encapsulated is found young granula- 
tion tissue. In addition to these features, the 
presence of pseudo-giant cells, the appearance 
of atrophic and necrotic epithelial cells in por- 
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tions of some of the tumors, and the absence of 
mitotic figures, all point to a healing process 
such as is seen in chronic inflammations. 
Whether or not the carcinoma cells, at the time 
of the patient’s death, had lost their ability to 
proliferate further is a question only of specu- 
lation. By those who agree with Volkmann in 
accepting a three-year limit without recurrence 
as a healed carcinoma, the process would have 
been considered, clinically, to have healed. 
The microscopic changes agree with those de- 
scribed by Gaylord and Clowes, in what they 
consider to be undoubted examples of spon- 
taneous recovery of carcinoma in white mice. 
In their material these authors found that the 
nests of epithelial cells were surrounded, in 
some instances, by adult fibrous tissue, and in 
others by a zone of mononuclear leucocytes and 
congested capillaries; some of the tumor cells 
were atrophic and necrotic; and frequently, the 
formation of pseudo-giant cells such as de- 
scribed above was observed. In their bearing 
upon the question of spontaneous healing of 
carcinoma, the experiments of Apolant, Ehrlich 
and Haaland* and more recently those of 
Schéne ?’ are of unusual interest because they 
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demonstrate the possibility of setting up in 
white mice an actual immunizing process 
against carcinoma. Of further interest is the 
work of Fischer?* who, from the fact that he was 
able to produce in rabbits’ ears a condition 
histologically identical to carcinoma, by the 
injection of a mixture of scarlet ‘‘R” and olive 
oil, suggests the possible presence in the blood 
of individuals suffering from carcinoma of sub- 
stances, called by him aétraxins, which may 
exert a definite chemotactic influence on epi- 
thelial cells and incite an atypical proliferation. 
If such is the case, the possibility of the pro- 
duction of substances antagonistic to these 
altraxins, which could cause a spontaneous 
healing, should be considered. That actual 
spontaneous healing does occur, or at least 
that carcinoma cells frequently are rendered 
inert in the human body, seems reasonable, 
when the numerous cases of so-called ‘“‘cure” 
of carcinoma after surgical interference are 
considered. For in the majority of such oper- 
ations, at least, it is not likely that every car- 
cinoma cell is removed, and the remaining ones 
must subsequently be overcome by a natural 
protective process of the body. 


REPORT OF A CASE WRONGLY DIAGNOSED CEREBRAL ABSCESS, 
WITH THE SURGICAL FINDINGS! 


By ALBERT E. TAUSSIG, M. D., AnD NORVELLE WALLACE SHARPE, M. D., St. Louis, Missouri 


medicine more frequently present diag- 

nostic difficulties than cerebral abscess. 

In a large proportion of the cases, no 
correct diagnosis is ever possible until the au- 
topsy is made. These patients either present 
no signs or symptoms permitting a diagnosis, 
or the picture so closely resembles some other 
condition as to lead astray the most experienced 
diagnostician. In another large group of 
cases the diagnosis can be made only with a cer- 
tain degree of probability. Only occasionally 
will a case present so typical a symptom com- 


26 Berl. kl. Wochenschr., 1906, 2, 37. 
27 Miinch. med. Wochenschr., 1906, 51, 2517. 
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plex as to admit of a positive diagnosis and an 
accurate localization. 

The diagnosis of cerebral abscess is practi- 
cally never justified unless the three following 
requirements are satisfied: 1. There must be 
some etiological factor recognizable as capable 
of producing cerebral abscess. 2. There must 
be evidence of suppuration somewhere. 3. 
There must be evidence of intracranial pres- 
sure. As regards the etiology, the great bulk 
of cerebral abscesses follow cranial trauma, 
chronic purulent otitis media, or purulent or 
putrid pulmonary affections. There is not 


usually much difficulty in establishing the 
28 Miinch. Med. Wochenschr., 1906, 53, 2041 


1Read before the St. Louis Medical Society, March 23, 1907 
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existence of a possible etiological factor. It is, 
however, very different as regards the recogni- 
tion of the presence of suppuration. Fever 
may or may not be present. It is rather usual 
during the earliest and the terminal stages, but 
during the period when a diagnosis is most 
desirable, it may be entirely absent. Indeed, 
Macewen holds that a high continuous fever, 
or one of a pronounced septic type, is incom- 
patible with the diagnosis of cerebral abscess. 
The rapid pulse of sepsis is also usually ab- 
sent, being replaced by a slow pulse and one 
independent of the fluctuations of temperature. 
In those cases of cerebral abscess in which a 
blood examination was made, there was usu- 
ally found a well marked leucocytosis, but the 
number of cases so studied is as yet too small 
for any far-reaching conclusions. The so-called 
peptonuria, supposed to characterize suppura- 
tion, has been found in a number of cases. 

Intracranial pressure is always increased in 
cerebral abscess, though usually to a less 
degree than in tumor. The earliest and most 
constant manifestation of this symptom is 
headache. It is usually of great severity 
though it may be characterized by marked 
remissions. Horsley and others have re- 
ported cases without headache, but these seem 
to be rare. Cerebral vomiting is not often 
absent, and somnolence, alternating with rest- 
lessness and delirium, is very common. Gen- 
eral convulsions are present in only a minority 
of cases, but attacks simulating Jacksonian 
epilepsy often occur when the lesion is near 
the motor cortex, whereas unilateral clonic 
convulsions especially characterize abscess in 
the temporal region. Other signs of pressure, 
such as vertigo, cervical stiffness, slowed or 
Cheyne-Stokes respiration, tachypnea, sin- 
gultus, aphasia, hemiparesis, hemianzsthesia 
may be present or absent according to the loca- 
tion of the lesion. Somewhat more constant 
are the optic signs. Choked disk is less com- 
mon than in tumor, but optic neuritis is very 
usual. There is often a paresis of the oculo- 
motor nerve on the side of the abscess, resulting 
chiefly in mydriasis or ptosis, or both. Stra- 
bismus, too, is not uncommon. Lack of 
space prohibits any discussion of the signs and 
symptoms that make possible a more or less 
accurate localization of the abscess. 
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It will be seen that while in a typical case the 
diagnosis of cerebral abscess can be made 
readily enough, nevertheless, since any of the 
above signs may be missing, cases will often 
occur in which the diagnosis is difficult or im- 
possible. Moreover, conditions other than 
cerebral abscess may show so many character- 
istics of this disease, and simulate it so closely, 
as readily to lead the diagnostician astray. An 
instructive case of this sort is the following. 


T. M., aged 63, Irish, single; comes of a neurotic 
family. He has had numerous febrile attacks, probably 
malarial, the last one some twenty years ago. There- 
after he enjoyed good health until a year since, when 
he was suddenly attacked by a violent pain between the 
shoulder-blades that confined him to his bed for six 
weeks. Six months ago he was attacked by violent 
pain in the lower abdomen, which confined him to his 
bed for a week. There was no vomiting and no hypo- 
dermics were required. No further details can be 
elicited concerning this attack, which left him with 
some stomach trouble, necessitating a restricted diet. 
Otherwise he has been feeling well and has been able 
to attend to his business. 

Thirty years ago he contracted what was called 
syphilis (no details obtainable); he was treated for 
three months and has had no luetic manifestations 
since. He has had several attacks of gonorrhcea, 
the last one a year ago. He was formerly a hard 
drinker, but some fifteen years ago took the “Keely 
cure” and has not drank since. Since early youth 
he has had a purulent otitis media on the left side. 
For many years there has been no acute pain, but a 
more or less continuous purulent discharge from the 
left ear. 

On June 7, 1906, the patient came home feeling 
vaguely ill. He woke up next morning with a violent, 
general headache, pain in both knees and both calves 
and considerable vertigo. A physician, who was called, 
stated that his temperature was 105° and pronounced his 
illness, malaria. Towards evening the fever disap- 
peared, the patient felt well and ate a hearty supper. 
At 2 A.M. a severe frontal headache set in, which four 
hours later required a hypodermic of morphine. The 
pain was but little affected thereby, and continued all 
day. During the next four days, he continued to have 
a, more or less, severe general headache, a varying 
degree of fever, and considerable pain in the joints. 
On June 12, his sensorium began to be clouded and 
he was brought to the Washington University Hospi- 
tal about noon. 

I saw the patient at 5 p.m. He was somewhat 
somnolent, but could readily be roused to answer 
questions, and was then entirely rational. On being 


left to himself, he soon sank back into a sort of stupor. 
He complained of severe frontal headache and of pain 
in both ankles, both knees, and the left shoulder 
Temp. tor.2°; pulse 62(!); resp. 22. 
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The result of the physical examination was as fol- 
lows: 

The patient is well-nourished, apparently not anemic. 
Pupils equal, react readily to light. The teeth are 
very bad, the tongue dry and covered with a brown 
fur. No cervical stiffness. He coughs slightly. The 
lungs are hyper-resonant throughout, there is no car- 
diac dullness, and the hepatic dullness too is nearly 
obliterated. The respiratory murmur is emphysemat- 
ous in type with few sibilant and sonorous rales. 
The apex beat is in the 5th interspace, just outside 
the mammillary line; cardiac sounds faint and distant, 
otherwise normal. The abdomen is slightly convex, 
rather rigid. There is no tenderness and nothing 
abnormal palpable. There is distinct redness and 
swelling about the left fourth metacarpo-phalangeal 
articulation, which is very tender to the touch. Both 
knees are somewhat tender about the condyles, as well 
as the right shoulder joint. The pulse is hard and 
tense, there is a high degree of arterial sclerosis. No 
geneal glandular induration or other evidence of 
syphilis. There is a profuse, purulent discharge from 
the left middle ear. The urine is acid, amber, sp. gr. 
1020, contains a trace of albumen, much pus but no 
casts. 

A provisional diagnosis of acute articular rheumatism 
was made, and the patient was put on aspirin 0.5 g. 
every three hours, hot applications to the affected 
joints, and cold to the head. 

As a result, perhaps of the administration of aspirin, 
the temperature soon dropped to normal and remained 
there for 36 hours. During this time the pulse-rate 
remained low, falling to 52 at one time and rarely 
rising above 70. During the 14th, 15th, and 16th, 
the temperature was of a septic type, a noticeable 
feature being the non-correspondence of the pulse, 
which remained constantly about 80, whether the 
temperature was subnormal or ro1°. Meanwhile, 
the joint disturbance became less conspicuous, that 
of the sensorium more so. The patient alternated 
between delirium and somnolence, could be aroused 
only with great difficulty, and immediately sank back 
into a stupor. There seemed to be but little tenderness 
about the joints, but on attempting to extend the flexed 
limbs, the flexors went into violent spasm, and patient 
gave signs of pain. No marked change in tendon 
reflexes, but the Babinsky reflex seemed marked, 
especially on the right side. Both cremasteric reflexes 
exaggerated. 

Urine. 2100 c.c. in 24 hours; turbid, 1026, large 
trace of albumen, much pus, no casts. The pus con- 
tains nearly a pure culture of an intracellular diplo- 
coccus, morphologically like the gonococcus, but not 
decolorizing according to Gram. 

Blood. No agglutination with typhoid _ bacilli. 
There are 60,000 white corpuscles per cu. mm., distri- 
buted as follows: Neutrophils 92.6 per cent, lym- 
phocytes 4.3 per cent, large mononuclears 2.6 per cent, 
eosinophils 0.3 per cent, mastcells o.2 per cent, myelo- 
cytes and other abnormal types absent. No malarial 
parasites. 

During the next three days, the patient’s tempera- 
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ture remained about normal. The pulse ranged some- 
what higher, usually about 90. The stupor increased 
so that the patient could not be roused. The physical 
examination frequently repeated showed no essential 
change, except that a slight strabismus developed, there 
was slight ptosis of the left lid, and a well-marked 
Babinsky reflex on the right side. 

The blood count showed 39,000 leucocytes, of which 
QI per cent were polymorphonuclear neutrophils; 
ro c.c. venous blood placed in 1,000 c.c. nutrient broth 
remained sterile in the incubator for a week. 

On the morning of June roth, the temperature had 
risen to ror°, where it remained, the pulse fluctuating 
in the neighborhood of 100. The condition was not 
essentially changed except that the pupils were some- 
what unequal, the left being the larger. There was. 
a well-marked Babinsky reflex on the right side. At 
9.45 A.M. the patient became much excited, the mus- 
cles of the right side of the face twitched, and imme- 
diately after, the right arm and leg did the same. The 
convulsion lasted about two minutes. At noon he 
had a still more violent convulsion, entirely confined 
to the right half of the body, the right angle of the 
mouth being drawn down. The patient’s stupor be- 
came deeper, his eyes rolled up, and he began to appear 
moribund. An operation for suspected cerebral 
abscess was performed at 9 p.m. by Dr. Norvelle W. 
Sharpe, which is described elsewhere. Just before 
the administration of the anesthetic, the patient had a 
third convulsion, confined to the right side. No 
abscess was found, and death took place on the table. 
Immediately thereafter, the brain was removed and 
carefully sectioned. So far as could be seen, the brain 
was entirely normal, the meninges clear, no conges- 
tion, no trace of encephalitis, no abscess. All further 
autopsy was refused by the patient’s family. 


It was thus impossible to ascertain the true 
pathologic condition in this case. A number 
of features spoke against the diagnosis, cere- 
bral abscess. Thus the involvement of the 
joints, especially the 4th left metacarpo-phalan- 
geal articulation, pointed to a rheumatic ele- 
ment in the diease. Possibly the pyuria may 
have represented the clue that would have 
led to the correct diagnosis. The absence, how- 
ever, of any indication of a renal lesion led to 
the assumption that the pyuria was a sequela of 
the comparatively recent attack of gonorrhoea. 
The cardiac hypertrophy was interpreted as 
related to the general arterial sclerosis. Un- 
fortunately an ophthalmoscopic examination 
of the fundus was omitted. 

Nevertheless, it would seem that the case 
as a whole justified the diagnosis. The puru- 
lent otitis media furnished a natural etiologic 
factor. The history, the temperature, and the 


tremendous leucocytosis indicated positively 


pus formation somewhere, while the negative 
result of the blood culture spoke against sep- 
ticemia, typhoid, central pneumonia, etc. 
The sopor and delirium, the slow pulse, the 
strabismus, the unequal pupils, the ptosis, the 
right-sided Babinsky reflex, the unilateral, 
right-sided convulsions — all spoke apparently 
unmistakably for a left-sided brain lesion. The 
fact that in spite of all this, the brain was found 
normal, points with instructive emphasis to the 
peculiar difficulty, often impossibility, of estab- 
lishing the diagnosis of cerebral abscess. 
TAUSSIG. 


From the brief discussion over the telephone, 
late in the afternoon of June roth, I gathered 
that Dr. Taussig inclined strongly to the belief 
in the existence of a cerebral abscess, and that 
owing to the rapidly developing septic invasion, 
haste was imperative. Accepting the anamne- 
sic data, which he kindly detailed, I concurred 
in the probability of an intracranial pus 
collection, and the advisability of speedy 
evacuation. Preliminary preparation having 
been ordered, the patient was first seen about 
8 p.m., lying in coma upon the operating-table. 
Further discussion, based upon the bedside 
notes and laboratory findings, confirmed belief 
in the clinical diagnosis. A right-sided con- 
vulsion (the third) developed just prior to the 
beginning of anesthesia. 

The patient seemed well-nourished, rather 
muscular, and evidenced the signs of an acute 
condition rather than the groupings, commonly 
associated with prolonged illness. Informa- 
tion of a subjective character was obviously 
impossible owing to the coma above noted. 
Anesthesia was indicated, for the coma un- 
aided proved not sufficiently profound to war- 
rant surgical attack. 

The skull was quickly opened, 4 cm. posterior 
and 3 cm. superior to the left meatus. Pulsa- 
tion was not visible but was faintly transmitted 
to the finger; color, somewhat darker than 
normal owing to venous stasis; the brain 
bulged moderately. Cruciform section of the 
dura permitted exploration by grooved director 
in the areas classic to abscess associated with 
tympanic suppuration, but with negative 
results. Further search was now made in all 
directions, radiating from the original puncture 
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as the center; this, too, proved fruitless. It 
was thought that the clinical manifestations 
warranted search below the tentorium; there- 
fore the skull was again opened 2.5 cm. 
posterior to the existing hiatus and below the 
tentorium. Probably owing to the deceptive, 
sharp, undershelving of the occiput, in this 
brachycephalic skull, the lateral sinus was per- 
forated. Delay was but momentary, as pack- 
ing controlled the gush of blood. The infra- 
tentorial brain picture duplicated the former 
details, save a lessened pulsation. Explora- 
tion by grooved director, radially, as in the 
former instance, again proved negative. The 
second stage in the operation, even more than 
the first stage, was performed with full real- 
ization of the fact that the patient was in a 
desperate condition; but also cognizant that his 
fighting chance lay in evacuating the suspected 
pus cavity. Despite the skillful and persistent 
application of approved stimulative and restor- 
ative means, Dr. Taussig was obliged to report 
the steady failure of the patient’s vitality;— 
he, however, continued to indorse the surgical 
attack as it rapidly developed its several steps. 
The conclusion was reached that no pus cavity, 
of appreciable magnitude, existed in the left 
brain. Death took place on the table.? Dr. 
Taussig requested that the calvaria be removed 
and the brain be thoroughly examined. The 
request was heartily granted, for any operator 
will understand the queries clamoring for 
satisfaction: does an abscess exist? has the 
exploration been a failure ? 

Transverse serial sections of about 7 mm. 
thickness of the entire cerebrum, cerebellum, 
pons, and medulla oblongata failed to disclose 
an abscess. The entire sectioned mass was, 
macroscopically, normal. I can but share in 
the keen regret of my colleague, that a complete 
autopsy was subsequently refused. Discus- 
sion, at this point, of the etiologic factor 
and the pathologic condition which so success- 
fully eluded critical scrutiny, must needs, 
therefore, be recognized as purely casuistic. 
Sectioning of the brain substantiated not only 
the non-existence of an abscess, but developed 
the fact that the search had been systematic 
and adequate, for it proved possible to follow, 


? Constant and critical observation failed to evidence the fact, that 
the patient’s death was accelerated by the operative attack. 
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through the various sections, the path made by 
the director. It has never before been my 
privilege to section a brain so promptly after 
an intracranial exploration, nor to examine 
under such favorable circumstances the trauma 
inflicted by a director. Nor do I happen to 
recall in the literature, an allusion to any 
similarly favorable inspection, nor its results. 
I record, therefore, the fact that the director, 
steadily and smoothly inserted, without deviation 
jrom its axis of entry, will produce neither 
appreciable laceration nor visible alteration of 
brain tissue, save that its track will be marked, 
and may be traced in section, as a minute scarlet 
dot, a shade larger than the readily recognized 
circumjacent puncta vasculosa. This hemorr- 
hage into the temporary canal formed by the 
entry of the director is highly insignificant. 
Closure of the canal by reapproximation of the 
separated wall is not only practically complete, 
but probably instantaneous, and doubiless per- 
manent. In no instance was a patent canal- 
section found; nor in any instance did this 
puncture traumatism differ in any detail jrom 
the jacts as here recorded. 

These observations but confirm the prevail- 
ing belief that the brain may be entered by a 
suitable instrument, under carejul mani pula- 
tion, with a minimum of injury. 

By an interesting coincidence, during the 
same week in which the above noted explora- 
tion was made, I was invited by a colleague, 
a skilled pediatrist, to witness an autopsy on 
an infant that had died in his service, at a 
creche. He stated that the symptoms pointed 
strongly to an intracranial trouble; possibly 
a cerebral abscess. 

Patient had been ill some 10 or 14 days; 
previous to that period, it had been apparently 
a perfectly healthy infant, subsisting upon the 
ordinary diet appropriate to its age. It sud- 
denly developed a high temperature, ranging 
from 104 degrees upward. This was supposed 
to have been due to a gastro-intestinal dis- 
turbance, for which suitable dietetic and ca- 
thartic treatment had been given. Condition 
returned to the normal. Shortly after, there 


was noted marked rigidity of the extremities, 
with increased temperature, muscular con- 
tractions, retraction of head, no eye symptoms, 
no convulsions, partial suppression of urine, 
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and loose stools. Urine was not examined. 
This picture continued, the various features 
becoming accentuated, until, following stupor 
and coma, death occurred. (Owing to lack 
of trained attendants, a closer knowledge 
of details had proved unobtainable.) The 
autopsy, about 36 hours after death, was 
carefully performed by a skilled pathologist. 
The protocols show that the skull contents were 
unchanged, save to an extent readily accounted 
for by sultry summer weather; all other viscera 
were practically normal, save the kidney. 
Both kidneys were in a condition of acute 
parenchymatous inflammation, with marked 
destructive alteration. 

The importance of the question of differential 
diagnosis, and the rather remarkable parallelism 
in certain features, to the patient of Dr. Taus- 
sig’s, warrant consideration of the notes of 
a case occurring in the service of Hoppe. 
Clinical diagnosis: ‘‘ Brain abscess or purulent 
meningitis.” 

“TL. B., aet. 28, married. Has had deafness and 
ear trouble since childhood. Pneumonia ten months 
ago. Denies syphilis. Has been demented for three 
days (queer actions). Brought to hospital in patrol 
wagon. On admission was maniacal; after twenty- 
four hours, alternate periods of apathy; depression with 
difficulty of speech, alternating with delirium and 
mania. 

Examination. Pupils equal in size, react to light, 
slight divergent strabismus, opthalmic examination 
negative; cannot protrude tongue; responds sluggishly 
to questions; complains of pain in head; discharge of 
fetid pus from right ear; extremities weak, rigid with 
increased reflexes; Babinski’s reflex on left side; 
Kernig’s sign well marked; slight trace of albumin in 
urine; pulse varies from 60 to 70; temperature from 
go to ror.2 degrees. The difficulty of speech increased 
during the next few days, the stupor became more 
marked, and a twitching of the muscles of right side 
of face developed; afterward rigidity with marked 
twitching, but no real convulsion, of all four extremities; 
the pulse going to 130, the temperature to 102 degrees. 
During next few days, some improvement; then 
developed a convulsion beginning in the right arm and 
then becoming general. This was followed by coma 
and death. The autopsy showed no abscess nor 
purulent meningitis, nor even any congestion, but a 
marked case of interstitial nephritis.” 


An analysis of any accredited anthroponoso- 
graphy will confront us with the fact, and but 
confirm our routine clinical experience, that 
sundry definite diseases, or disease groups, 
are at times most difficult of orientation. 
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Without question, certain intracranial patho- 
logical conditions may be, and often are, so 
obscure in their manifestation, or so latent, or 
tardy in their development, that accurate 
differentiation is frequently difficult and with 
our present knowledge, on occasion, impossible. 
Particularly is this true when leisure nor en- 
vironment have been afforded for critical ex- 
amination. 

The three cases just recorded are highly 
instructive, in particular the first. So strongly 
did the evidence tend toward a diagnosis of 
cerebral abscess that in spite of the fact that 
the picture was not absolutely complete, I was 
wholly in accord with my colleague in believing 
that an exploratory section of the skull, with 
search of the brain mass, was indicated. The 
existence of the abscess having been disproved, 
we are forced to consider what probable ztio- 
logic and pathologic condition or conditions 
prevailed. My personal inclination would tend 
toward a kidney involvement with a superim- 
posed uraemia, based largely upon the existing 
pyuria, and the history of ‘several attacks of 
gonorrhoea.” 

Even at the risk of being somewhat acad- 
emic, it would seem pertinent to note that 
when a patient of middle or advanced age 
exhibits such a symptom complex as has been 


Illustrating the possibility of exhaustive search of an 
hemisphere by radial exploration through two fenestra. 
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recorded in this report, whether there is coin- 
cidently developed an undoubted history of a 
syphilitic infection or not, we must bear in 
mind the possibility of a chronic diffuse 
periencephalo-meningitis. This condition, “the 
product of civilization and_ syphilization,” 
as euphoniously and felicitously phrased by 
von Krafft-Ebing, is generally conceded by 
neurologists to be often latent, often obscure 
(especially in the earlier stages), and only too 
often undifferentiated in vivo. In its atypical 
or masked forms, it may closely simulate many 
conditions, including cerebral abscess. Par- 
ticularly may diagnostic confusion arise when 
an actual abscess may variantly manifest itself; 
on the one hand, in an individual who is a par- 
etic or, on the other hand, in an individual 
who exhibits certain more or less well-defined 
symptoms characteristic of this condition. 
Chaddock has directed our attention to the 
fact that ‘when the cerebro-spinal fluid shows 
a lymphocytosis and presence of an abnormal 
quantity of serum albumin, we have an indica- 
tion of disease processes affecting the men- 
inges, and, in doubtful cases, reliable evidence 
of disease of the central nervous system.” 
This valuable diagnostic condition is unfortu- 
nately not invariably present in chronic diffuse 
periencephalo-meningitis but fortunately is to 
be found in a large majority of cases. Per 
contra, it may be added that a general leucocy- 
tosis with its obvious diagnostic significance, 
does not, by any means, presuppose nor include 
a coincident lymphocytosis of the cerebro- 
spinal fluid. 

Furthermore we must bear in mind, when 
weighing the evidence, the following abscess- 
class, in which this sign must be employed 
with a keen sense of discrimination. These 
abscesses are either primarily superficial; or 
if primarily deep-seated, have subsequently 
burrowed a path to the cortex. In both in- 
stances, septic material is often found to have 
developed a more or less localized septic men- 
ingitis; and in both instances we may have 
reasonable expectation, in a fair majority of 
cases of finding micro-organisms in the cerebro- 
spinal fluid. This meningeal participation is 
more strikingly to be noted when we observe 
pus spreading over an extensive submeningeal 
plane. It is fairiy evident that in this abscess- 
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class we may ordinarily anticipate that both 
blood and cerebro-spinal fluid will exhibit 
reactionary alteration. 

There seems to exist a popular impression 
that retinal changes of a definite character 
(somewhat indiscriminately and loosely phrased 
as ‘‘choked disc,” ‘‘descending neuritis,” etc.) 
are usually, if not actually, invariably present 
in cerebral abscess; related thereto as effect 
to cause. This must be abandoned, and in 
future such retinal change must be anticipated 
only when sufficient pressure has been developed. 
The presence of this retinal condition is ob- 
viously of high significance; its absence, how- 
ever, must not be construed as a warrant for 
the diagnosis, * ‘no abscess.” 

It is self-evident that a brain sinc to the 
presence of a tumor or cyst, is not in such 
immediate or critical peril as one in which a 
suppurative process is developing. For in the 
former, the development is relatively leisurely 
in character and ordinarily not infective in 
nature; while in the latter, the process is 
frequently a progressive one, and in the major- 
ity of instances destructive in action. In the 
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former, intracranial tension changes are slow; 
in the latter, frequently rapid. Viewing the 
question, therefore, from the practical clinical 
standpoint rather than the polemic, it may be 
laid down as a sound postulate that while 
it is permissible to devote ample time for ex- 
haustive analyses in cerebral tumors and cysts, 
it is absolutely imperative that a diagnosis of 
an intracranial suppurative process be ascer- 
tained at the earliest moment. 

But as the question of differential diagnosis 
is manifestly within the periphery of the inter- 
nist and neurologist, in collaboration with the 
rhinologist, the ophthalmologist, and the aurist 
—to all of whom we look for authoritative 
dicta and instruction — it seems inadvisable 
that further amplification be permitted in this, 
the surgical section of the report on Dr. 
Taussig’s case. Nor does a discussion of the 
treatment of a cerebral abscess seem to be 


indicated. Suffice it to mention that it is 
invariably surgical in character; and the 


prognosis is, mutatis mutandis, quite as satis- 
factory as those rendered for abscesses found 
in other structures. SHARPE. 
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EONTIASIS ossea is the name of 
disease of the bony system which is 
characterized by the enlargement of 
portions of the skeleton, especially of 
the head. The name was created by Virchow, 
who evidently compared the changed features 
with those of the lion, and there could hardly 
be made a better comparison. There was a 
number of skeletons and skulls in pathologic 
museums — one particularly characteristic one 
in the Museum of Modena, another one in 
Dupuytren Museum, of Paris, and elsewhere 
— which formed the basis of the studies of 
Virchow and the first pathologists who described 
this rather rare affection. In the course of 


years a number of cases have been published 
that were observed and studied during life- 


time, the history of the different individuals 
closely scanned, and post-mortem, macroscopic, 
and microscopic findings were registered, and 
at the present time we have some material 
to work upon. Dr. Kanavel, who publishes 
in this volume an excellent résumé of the allied 
instances of this rare affection, has gathered 
with great diligence data for comparison, but, 
on the whole, the pathological condition 
remains obscure. It is, therefore, of great 
importance that every case of this rare condi- 
tion, which may throw some light upon its 
pathology, be published. 

The history of my case is as follows: 

Mrs. M. K., 37 years old, a widow, has been married 


fifteen years, but had no children. Her father died 
from an incarcerated hernia; her mother is well; one 
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Fig. 1. 


brother died from phthisis; one from a mastoiditis; her 
husband, a hard drinker, died eight months ago from 
liver and kidney disease. She indulges in drinking 
a good deal, but lately has been more moderate. Dur- 
ing her stay at the hospital she absolutely abstained 
from liquor. Her present trouble began about eighteen 
months ago. First she suffered from toothache; later 
from pain on the right side of her face; later in her 
left hip; gradually she lost strength, could not walk 
well, especially not get up well when sitting or lying 
down, and finally was confined to bed. The increase 
in size of her face, jaws, and finger-tips came on slowly 
during the past year. Her menstruation ceased. 
She never had a venereal infection. 

Status Presens (on admission to North Chicago 
Hospital). Small woman, with slight skeleton; thin 
skin, of bronzed color. When supported she can stand 
up, and resting on crutches can walk a few steps, but 
otherwise cannot move about. 

Her head is the most deformed part. The forehead 
is protruding slightly; the cheek bones, like two balls, 
sticking out, the nose almost lost between them, and 
only indicated by the two nostrils pointing upward; 
the bridge of the nose effaced. One can see that 
the nasal cavity is obstructed by projection of the 
maxillary bones toward the septum. The alveolar 
process of the upper maxilla is bulkily enlarged, and 
protruding into the mouth so that she can hardly shut 
her lips. The teeth that are left are carious. The 
lower maxilla has also some enlarged parts, especially 
on the sides corresponding to the ramus ascendeus. 

The chest is deformed; the clavicles deformed as 
if fractured, and on the angles of the two parts is an 
enlargement like a callus. This was taken for a callus 
once, when she called a doctor for some pain in that 
region. The ribs are as if they were broken in a right 


angle, so that the two sides of her chest are flat and a 
cross-section of the chest would be a parallelogram, 
with the long side corresponding to the side of the chest. 


Photographs showing deformity in superior maxillae. 


One of the most striking changes is the drumstick- 
fingers, the first phalanx being almost twice the width of 
the others. The legs are atrophied, but show no en- 


largement. Internal organs are normal. 
Urine. Examination of the urine shows: Specific 


gravity, 1012; acid reaction, 26 per cent; urea, 1.5 
per cent; albumin, trace; no casts; sugar absent. 
Microscopically: Abundant bacteria epithelia 
present. 

The most characteristic examination is the X-ray 
picture. Comparing a picture of the normal skull with 
the picture obtained from this patient, one sees that the 
contours of the facial bones are effaced; that no bone 
structure of spongiosa is seen; that the cavities of the 
facial bones, especially the maxillary, are gone, or, 
rather, filled with the same mass that forms the bulk of 
the maxilla. The cranium shows the same structure- 
less character. The skiagraph of the fingers is the 
most striking. It shows that the enlarged phalanx 
consists of a structure without bone salts, except the 
small epiphysis, which is normal in structure. 

The patient entered the hospital January 3, 1907. 
Her temperature ranged between gg° and 102°; was 
hardly ever normal. The pulse between go and 120. 
Temperatures seemed to be caused by the otitis media 
serosa, which bothers the patient continually. An in- 
cision of the tympanum (by Dr. Joseph Beck) gave 
relief. 

The patient was given saturated solution of iodide 
of potassium, three times daily, in increasing doses, 
without any result so far as the bony lesions were con- 
cerned. Later on, Fowler’s solution was given in 
increasing doses, also without result. 

March 5, patient was operated upon under scopo- 
lamin-morphine-chloroform anesthesia, because the 
pains in the face began to cause great discomfort. The 
operation was not done for the purpose of removing 
the deformity, but only for the purpose of relieving the 
pressure upon the nerves involved, and therefore only 
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Fig. 2. Photograph of the patient. 
the most protruding parts of the upper maxilla were 
removed. 

Operation (as described by First Assistant, Dr. 
Steindler). Rose position. Incision above the largest 
protuberance of the alveolar process of the upper max- 
illa, parallel to the tooth-line, through mucosa, perios- 
teum, down to the tumor. With scalpel and periosteo- 
tome the tumor was cut away. It was so soft that the 
knife cut it like cartilage. Hemorrhage was parenchy- 
matous and profuse. The tumor-mass was grayish- 
white, solid and like cartilage. The mucosa of the 
palate was stitched to the mucosa and periosteum of the 
lip side, and the cavity drained with iodoform-gauze. 
Operation lasted one hour and ten minutes. 

After-Treatment, Continuous mouth-wash, with per- 
manganate and Hz Oz. Patient in sitting position. 

On March 6, the patient developed great dyspnoea; 
increasing weakness; rales over both lungs. March 
11, bilateral pneumonia. March 11, 5:30 P.M., exitus. 

Unfortunately, we were not allowed to make 
a post-mortem, but the incision of different parts 
of the cranial skeleton, as well as the finger-tips, 
showed that they were of the same consistency 
as the maxilla. 

The study of the microscopic specimen is 
highly interesting, and is given by Dr. A. 
Bremken, of the Pathologic Department. 
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Microscopical Examination. Sections of tissue ex- 
amined microscopically, were removed from tumefac- 
tion over region of the superior maxilla. The tissues 
were hardened in alcohol and were imbedded in paraffin. 
Sections were stained with hematoxylin and eosin, and 
polychrome methylene-blue counterstained with eosin. 
The best results were obtained by polychrome methy- 
lene-blue, as here the cellular elements in the trabe- 
cule were clearly differentiated from the surrounding 
structures (the ground substance). 

On examination, one sees the picture of embryonic 
bone in the various stages of development. Bone 
trabecule are found running in an irregular manner 
throughout the entire section; these vary somewhat in 
size. Surrounding these we have a heavy stroma of 
connective and myxomatous tissue (Fig. 1). Con- 
nective tissue nuclei stain well with hematoxylin. 
Within the meshes of the stroma we find equally dis- 
tributed throughout the entire section blood-vessels 
cut both transversely and longitudinally. They vary 
greatly in size. In each instance, however, but a single 
layer of endothelial cells constitutes their complete 
histology. Many of these are empty, and many are 
filled with red blood corpuscles. At the extreme outer 
margin of the tumor the blood-vessels are larger and 
extravasations of blood are observed. The trabecule 
of bone referred to above all contain a variable amount 
of osteoblasts and seemingly fully developed bone cells. 
The ground substance of the trabecule takes on a 
diffuse eosin stain, except their center, where there is at 
times a granular or amorphous, non-staining material. 
No histologic evidence of calcareous matter was found. 

Many of these contain, however, a finely granular 
material which does not take on the stain. Imme- 


Fig. 3. X-ray of hand showing porosity of the diaphy- 
sis of the distal phalanx. 
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Fig. 4. X-ray picture of the skull. The porosity of the bone in the maxilla is well shown, since in spite of the 
great deformity the image on the plate was not marked. 
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Fig. 5. Drawing made from section. 


diately surrounding the trabecule, lacune are ob- 
served; these are lined with a single layer of elongated 
cells. The lacune are apparently empty. No cel- 
lular elements or granular-amorphous material were 
found within their lumina, except at the very outer 
margin of the tumor, and in the immediate vicinity of 
blood extravasations a few were filled with red blood 
corpuscles (Figs. 5 and 6). 

Osteoblasts are found in the meshes of the ground 
substance of the trabecule; at the outer margin of the 
latter fully developed bone-cells are present (Fig. 5) ; 
no osteoclasts were found. 

Small round cell infiltrations were not found gener- 
ally here, and the small areas of infiltration were ob- 
serve in the stroma, but always in the immediate 
vicinity of blood vessels. 


In recapitulation of the main features of 
this highly interesting case, I would say that we 
had to deal with a case of a general disturbance 
of the bony system with more pronounced 
changes in some localities. The symptom 
common to all is a loss of the salts by absorp- 
tion (osteohalisteresis), but at the same time 
an increase of the volume of the structure by 
new formation of two structures, one forming 
a framework of lamellz, the other a connective 
tissue structure of the myxofibromatous charac- 
ter. This change of the structure explains the 
softness of the bones; their instability, and the 
deformities. 

If we ask ourselves, What is the cause? we 
must answer, we do not know. In the past 
history there is nothing that could be made 


Leitz. obj. No. 3. 
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Ocular No. 4. Tube length 170 mm. 
responsible, nor is there anything in the present 
findings that would explain it. 

We must add the case to that number of 
obscure bone diseases which cannot be classed 
with any of the types hitherto recognized. 
The only common symptom of most of these 
cases is their appearance, facies leonina, and 
we cannot find a better nomenclature than 
Virchow’s leontiasis ossea; only we add halis- 
teretica, because it distinguishes it from those 
cases in which there is an increase of the bone 
salts, a hardening of the bones. 

Nothnagel and Kundrat, of Vienna; Chiari, 
of Prague; Recklinghausen, of Germany; 
Millat and Baumgarten, of France; Starr, 
Bassoe, and Kanavel of America; have all 
given a good deal of information in describing 
cases and discussing the pathological features 
of these cases. Cephalomegalie, megaloce- 
phalie, and other names have been given to 
these diseases, but it is useless to give names 
unless they put the cases in correct class of the 
pathological frame. 

It seems that the classification of Maximi- 
lian Sternberg, of Vienna, is best adapted to 
the present moment. We can speak of 


1. Disturbances of the vegetation (vegeta- 
tions-stérungen, Kundrat), those changes which 
are produced by the disturbed or retarded 
development of the entire bony system, or 
some of its parts. 
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Fig. 6. Drawing from tumor at its periphery, showing 
red blood corpuscles in the lacunar spaces. 


2. System diseases (System-Erkrankungen, 
Chiari), which concern parts of the skeleton, 
according to some metameric division. 

3. Changes due to infections. 

The etiology of the first two groups is entirely 
obscure. There is one fact absolutely sure, 
that there are many more different diseases 
which we do not classify as yet, nor recognize. 

The pathology of leontiasis ossea is a new 


FIBROMYOMATA OF 


THE ROUND LIGAMENT 715 
formation of tissue, either bony or fibrous, and 
then fibrous in different forms, myxochon- 
dro-osteo-fibrous. What the real cause of 
these differences is, cannot be said. 

The symptoms are the deformity and pres- 
sure upon nerves by closing of the foramina; 
also pressure upon vessels, causing circulatory 
disturbances. 

Prognosis of the cases is bad; the patients 
do not live very long, though some cases have 
been observed for years. 

The most important part of the diagnosis is 
to determine the real nature of a case which 
appears to have enlargement of the facial skele- 
ton. Acromegaly, osteoma, sarcoma, odontoma, 
hyperplasia of the different structures, are con- 
ditions which have to be taken into consideration, 
and often it is difficult to differentiate. 

Therapy is almost helpless. A few instances 
of surgical interference have given good re- 
sults, but one cannot say that they have been 
of very progressive type. As a rule, the cases 
run for years, to a fatal termination. Since 


‘the changes are generalized, it is hard to 


determine how far surgical interference ought 
to go, and in this respect the surgeon has to 
judge what he wants to accomplish; rarely, 
if ever, will it be possible to remove the entire 
bones; only those parts which produce pain- 
ful or dangerous pressure ought to be attacked. 


FIBROMYOMATA OF THE ROUND LIGAMENT 


A REporT OF THREE LARGE FIBROMYOMATA OF THE ROUND LIGAMENT IN THE INGUINAL CANAL 


By BARTON COOKE HIRST, M.D., anp NORMAN L. KNIPE, M. D. 


HE tumors about to be described are re- 
markable for three reasons: their rarity, 
their unusual size, and the proof they 
afford of the influence of gestation in 

stimulating such a growth, a fact not demon- 
strated by the cases hitherto reported. 

No one else has ever reported as many as 
three cases; there are only 41 on record. Of 
these, 14 contained epithelial structures (adeno- 
myoma); three showed sarcomatous degenera- 
tion. Only 8 of the 41 tumors were in the left 
inguinal canal. 


In more than three quarters of the reported 
cases, the tumors were insignificant in size, 
from that of a nut to that of a hen’s egg. The 
largest was described by Leopold as being the 
size of a man’s head. 

In two of the cases hitherto reported there 
was an etiological association with the child- 
bearing process, one appearing directly after 
parturition, the other in association with ectopic 
gestation; but in each one of our three, the 
unusual size attained was due to the stimulus of 


pregnancy. 
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Eliology. It is no more possible to account 
for fibromyomata of the round ligament than 
for like growths in other muscular structures, 
except that in the case of adenomyomata, V. 
Recklinghausen’s theory is generally accepted. 

Diagnosis. These growths have been mis- 
taken for incarcerated hernia and for enlarged 
lymphatic glands. One woman wore a truss 
for four years. The distinction, however, should 
easily be made. There are no evidences of 
inflammation, no intestinal symptoms, no sen- 
sitiveness on pressure, and no resonance on 
percussion. They are distinguished from en- 
larged lymphatic glands by their situation, be- 
tween the internal and the external ring, di- 
rectly above Poupart’s ligament and underneath 
the fascia; by the fact that the tumor is almost 
always single, although two and even six are 
reported; by the large size occasionally at- 
tained and by the absence of any cause for en- 
larged lymphatic glands. A differential diag- 
nosis may become difficult if, as has been the 
case, the fibromyoma of the round ligament in 
the inguinal canal is associated with an inguinal 
hernia or with enlarged lymphatic glands. 

The appearance of a large tumor, such as we 
have seen, is quite distinctive (Fig. 1), a mere 
glance at cases two and three enabled us to 
make a presumptive diagnosis. 

Clinical History. The rate of growth is 
usually very slow, but should pregnancy super- 
vene the tumor may rapidly increase in size 
during gestation. In two of our cases the 
growth was first noticed as a small lump a 
month before conception, while at term the 
tumor was the size of a cocoanut. 

There is not much pain unless the tumor 
grows rapidly, when a cutting or tearing sensa- 
tion may be described. There is no sensitive- 
ness on pressure. There is very limited mobil- 
ity. There is a possibility of all the degenera- 
tions to which fibromyomata are subject and 
there seems to be a special liability to sarcoma- 
tous degeneration. As already stated, 3 out 
of 41 cases ended in this manner (7.31 per 
cent) and we think we are entitled to add an- 
other to this number: E. McK., single, white, 
aged 52, was admitted to a private room in the 
Howard Hospital Jan., 1907, with a sarcoma 
of the left ingunial canal the size of an apple. 
There was extensive infiltration of the sur- 
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Fig. 1. Fibromyoma of the right round ligament at 
the inguinal canal on a woman pregnant at term. 


rounding tissue, the tumor was sloughing, the 
woman’s condition was hopeless, and she died 
shortly after admission. No post-mortem ex- 
amination was allowed. A sarcoma in this 
situation might have had a lymphatic origin, 
but in view of the size and situation of the 
growth, we feel justified in regarding it as orig- 
inating in a firbomyoma of the round ligament. 
As we cannot be certain, however, it is not in- 
cluded in the three cases that we report. 
Treatment. In view of the tendency to sar- 
comatous degeneration these growths should 
be removed as soon as they are discovered, even 
though they are small in size and cause no in- 
convenience. For their removal, the inguinal 
canal is laid open and, after the tumor is enu- 
cleated, is closed as in an operation for the cure 
of inguinal hernia. The hemorrhage is incon- 
siderable. If the tumor is large, the perito- 
neum may be adherent to its under surface, and 
a large opening is made into the abdominal 
cavity, which must be separately closed by a 
continuous catgut suture. All of our cases 
were associated with child-bearing. The first 
was operated on in an interval between preg- 
nancies; the second, two weeks after delivery; 
in the third, labor was induced and the tumor 
removed under the same anesthetization. The 
wounds were sealed by a collodion dressing, 
and in each instance healed by first intention. 


BRIEF REPORT OF THE THREE CASES 
Case 1. Mrs. S., para. vi. Had a fall in March, 


1gor, receiving a blow in ovarian region; one week 
later, she noticed a tumor; she had recently recovered 
from child-birth; fibromyoma removed from inguinal 
canal, 11, 22, ’or. 


. 
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Fig. 2. A fibromyoma of the round ligament in the 
inguinal canal. Weight 6144 ounces. 


CAsE 2. J. H., age 30, colored, para. 11., delivered 
10, 21, ’o2, in the University Maternity. First noticed 
tumor in right groin, December, 1901. Growth grad- 
ual till August, 1902, when it rapidly increased in size. 
Operation November 3, 1902; removal of tumor and 
repair of diastasis of recti muscles. Discharged cured. 


Fig.3. 


CasE 3. A. D., age 33, white, para. v. Labor in- 
duced by bougies and bags, and tumor removed, 11, 26, 
’06, in University Maternity. The patient had first 
noticed growth ten months before. Tumor grew rap- 
idly in last four months of pregnancy. Last menstrua- 
tion Feb. 26,’06. Mother and child discharged in good 
condition, 12, 11, ’06. 

Pathology. The majority of tumors of the 
round ligament are fibromyomata. Like all 
fibromyomata, they undergo benign and mal- 
ignant degenerations, such as sarcomatous, lipo- 
matous, cystic, lymphangiectatic and myxoma- 
tous. 


FIBROMYOMATA OF THE ROUND LIGAMENT 717 


Fig. 4. 


The form of these tumors is variable. They 
are most often single, unevenly rounded, or 
oval; the surface is smooth. Sometimes they 
are elongated or cylindrical, closely simulating 
an inguinal hernia. 

In a few cases the tumors were multiple, the 
round ligament separating into numerous fi- 
brous bands connecting each individual tumor, 
making the whole very closely resemble a bunch 
of grapes. They have always a distinct fibrous 
capsule in which they are more or less mov- 
able. 


Mrs. D., age 30, eight and one half month’s pregnant 
Fibromyoma (muscle elements unusually large). Fig. 4 

The gross specimen is an ovoid tumor measuring 12 
cm. long, 7 cm. wide, and 6 cm. thick, and weighing 
340 grams. It is encapsulated, its surface, however, 
rough from attachments to surrounding structures, and 
having here and there small patches of fat; no periton- 
eal covering appearing at any portion of the surface. 
It is of a firm, densely fleshy consistence, reminding 
one of a uterine fibroid but less resistant and hard than 
such growths ordinarily are. The cut surface of the 
growth when fresh, was a light pink, showing the usual 
coarse whorling of the tissue common to fibroid tumors. 

Microscopically, it shows a well-developed fibrous 
capsule intermingled with a few strands of smooth mus- 
cle. The interior tissue is mainly made up of smooth 
muscle arranged in large and indefinite bundles. There 
is a tissue, intimately associated, forming investments 
rather of the muscle spindles than of the fascicles, con- 
siderable amount of finely fibrillar connective among, 
which numerous fine refractile fibrills (fibrilla) of 
elastic type, are intermingled. The muscle elements are 
typically large (some of ordinary size, type, and with 
ordinary rod-shaped nuclei; the latter pale and vascu- 
lar in type). The blood-vessels are not numerous, but 


show, as a rule, well marked perivascular round-cell 


3 
: 


“Bye 
Ag 
. x 


Y 


Fig. 5. Photomicrograph of a section of tumor removed 
from Mrs. D. 


infiltration; and some show multiplication of their 
lining endothelium. 

J. H., age 33. Tumor removed at term. The 
growth is derived from the round ligament; it weighs 
six and one half ounces. It is an ovoid mass, cov- 
ered with athin, irregular, fatty envelope; measures 
12 cm. in length, to cm. in thickness at the thickest 
part; is of pale color, firm in consistence, and presents 
the gross characteristics externally and on section of a 
fairly hard fibromatous growth. 

Under the microscope, the tumor is found constituted 
mainly of smooth muscle in fascicles of variable size, 
interwoven in irregular manner. The tissue contains 
but little intermuscular connective tissue; and the mus- 
cular elements are in different bundles rather varied in 
appearance, some slender spindles with dark  red- 
shaped nuclei. The muscle throughout is in good con- 
dition and shows no signs of degenerative or atrophic 
changes. The growth is only moderately vascular. 


The blood-vessels are usually small, with ordinary walls. 
There are numerous lymph-clefts throughout the tissue 
and their endothelial cells are more prominent than 
would be expected. 
Fig. 6. 


They are not proliferated but 
swollen. 
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Fig. 6. Photomicrograph of a section of tumor re- 

moved from J. H. 
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LEONTIASIS OSSEA! 


PALLIATIVE 


IN 


OPERATIONS, WITH THE REPORT OF A CASE 


By ALLEN B. KANAVEL, M.D., Cuxicaco 


Associate in Surgery, Northwestern University Medical School; Professor of Surgery, Post-Graduate Medical School 


P to the present time the feasibility of 

if surgical intervention for the cure or 
palliation of leontiasis ossea has not 

been carefully considered. The fol- 

lowing analysis of the cases noted in the litera- 
ture, with the report of one observed by my- 
self, is made for the purpose of determining 
whether or not such intervention is justifiabie. 
And in case of operation, of decidinz to what 
extent it should be carried, and what are the 
probabilities of curative or palliative results. 
The expression “‘leontiasis ossea’”’ was first 
applied by Virchow to various types of so-called 
“‘hyperostoses,” and while not sufficiently 
descriptive of the lesions which it represents, 
is still more widely known and nearly as 
scientific as the other terms introduced to 
designate the condition. The introduction of 
such descriptive names as ‘‘ Diffuse Hypertro- 
phy of Bones of the Face and Skull” (Baudon); 
‘“‘Hyperostosis Cranii” (Putnam); Megalo- 
cephalie” (Allen Starr); while possibly slizhtly 
superior really only add to the confusion, and 


should be abandoned in favor of the earlier 


term until such a time as the disease can be 
properly classified. At the present time there 
is the greatest difficulty in separating it, on 
the one hand, from osteomas and sarcomas 
and, on the other, from acromegaly and von 
Recklinghausen’s disease. For the purpose of 
studying the disease in its various phases, the 
literature has been searched and the cases 
arbitrarily classified as typical and atypical. 
Of fifty cases presenting some similarity to the 
disease, thirty-four have been classified as 
typical, and of the remaining sixteen, eight 
lie upon the borderland between leontiasis ossea 
and von Recklinghausen’s disease (atypical 
cases, 2, 3, 4, 5, 6, 7, 8, 12; Virchow, von 
Heuman, von Passaeur, Beck, Lanz, Kiwull, 
Schieck, Heath); while three may have been 
acromegaly (atypical cases, g, 10, 11; Sauce- 


rotte, Ilg, Bickersteth.) Again one of Hors- 
ley’s cases must be separated from osteoma 
(atypical, case 1) and two cases must be con- 
sidered as possible sarcomas, (atypical cases 
13, 14, Piquet, Le Dentu), while Pean’s case 
(atypical, case 15) was probably an odontoma, 
and Le Dentu’s case (atypical, case 16) was 
possibly a simple epilepsy. The possible 
relation to osteomalacia, gigantism, and other 
trophic diseases will not be considered; those 
interested should read Bassoe’s excellent arti 
cle. This brief review of the atypical cases 
serves to show the great difficulty of classifica 
tion. The most interesting question arising, 
is the relationship to von Recklinghausen’s 
disease, on the one hand, and sarcoma, on 
the other, and to understand this confusion 
it would be wise to first study the various ques 
tions as to etiology and pathology. 


DEFINITION 

As ordinarily understood, leontiasis ossea is 
a localized or diffuse hypertrophy of any or all 
the bones of the cranium and face. Zieglar 
calls it a partial gigantism which affects the 
bones of the cranial vault as well as those of 
the face. 

ETIOLOGY 

The etiology is obscure and many opin- 
ions have been advanced. While primary 
injury has been suggested by some, yet the 
history of the various cases will not bear out 
that assumption. Huschke, and later Bland 
Sutton, thought rickets to be the fundamental 
factor, but the associated changes of rickets are 
not present. Cheine suggests the possibility 
of its being a localized acromegaly. In this 
relation, a study as to the reports upon the 
pituitary gland shows that this has not been 
observed in a sufficient number of cases to 
form any basis for reasoning, although the 


1Read before the Chicago Surgical Society, March, 1907. 
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Fig. 1. Skull from the Army Medical Museum, Wash- 
ington. Note the size of the foramina. Toothpicks are 
inserted through those which cannot be seen. 
atypical cases of Saucerotte, Ilg, and Bicker- 
steth lend some support to this assumption, 
which is worthy of further study.  Sattler’s 
case showed an enlarged pituitary gland but 
no gross lesion. Stack notes that the pituitary 
fossa was partly obliterated and the pituitary 
gland normal. A relation to syphilis and os- 
teitis deformans of Paget cannot be supported. 
Virchow attributed it to a periostitis. This 
would seem to be untenable when we consider 
that of twenty-five cases in which the age of 
onset was noted, eight were congenital or in 
early childhood. Moreover, it is probable that 
the suppurative processes noted, such as dacry- 
ocystitis and empyema of the antrum of High- 
more, were secondary rather than primary, as 
will be shown later. He also noted that the 
disease corresponds to elephantiasis in the soft 
tissues and is ordinarily associated with some 
transformation of these parts. It would appear 
that this relationship is worthy of further study, 
although a majority of cases show no changes 
in the skin and subcutaneous tissue. There 
are many cases of congenital unilateral hyper- 
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Fig. 2. Base of skull shown in Fig. 

trophy of the soft parts, with so little change 
in the bones that they cannot be considered 
here. Also as mentioned above, I have classi- 
fied as atypical eight cases which showed 
extensive involvement of both bones and soft 
parts and presented many things in common 
with von Recklinghausen’s disease, and one 
case (Allen Starr) I have classed as typical, 
although it presented a hypertrophy of the 
soft parts of the head and many pigmented 
areas. The bones in his case, however, were 
developed out of proportion to the remainder of 
the tissue. Virchow used the fact of this simi- 
larity in support of his assumption that infection 
was a possible etiological factor, since erysip- 
elas is a frequent forerunner of elephantiasis. 
It would seem, however, that a deeper trophic 
factor may underlie both processes. Poisson 
was one of the first to suggest that it may be a 
trophic disease of neuropathic origin. On the 
basis of two cases observed, Le Dentu believes 
that it may be a form of acute hypertrophy, 
with newly developing bone showing similarity 
to sarcoma, and in support of this describes the 
histological findings in one case. 
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Here there was an irregular osseous development, 
much connective tissue surrounding lacunar spaces, 
many osteoblasts, but no Haversian canals nor regular 
developing bone. The connective tissue formed in 
dense layers containing a certain number of embryonal 
cells in the vicinity of osseous islands. One sees 
polyhedral elements comparable to the medullary cells 
of bones in process of ossification, while here and there 
giant cells, 40 microns in size, may be seen. 

Other observers, however, have not as yet 
corroborated his findings. Generally a con- 
densing or rarefying periostitis has been 
found. The Haversian canals are few and 
incomplete, and in some cases one notices a 
rich vascular network with new bony tissue. 
The authors have described the tissues as 
soft enough to be gauged away with a curette, 
and again in other cases as of ivory hard- 
ness. Heath (Baumgarten) described the tissue 
as showing Haversian canals present between 
concentric lamellae. Numerous osseous de- 
posits were seen without definite order. Cop- 
lin (personal communication. Dr. W. W. Keen.) 
described the tissue removed from Keen’s case, 
and since it has not as yet appeared in the 
literature, I include it here. 

Microscopic examination of the section stained with 
hematoxylin and eosin. Histological structure cor- 
responds to that of the bone showing the Haversian, 
interstitial and circumferential lamellae. Here and 
there in the lacune, bone corpuscles are found. The 
marrow is composed of an interstitial framework of 
connective tissue, in the meshes of which are found the 
various marrow cells. The periosteum is also seen. 
There is no pathological change of the tissue. 


Horsley examined the tissue from two of his 


cases, one of which I have included as a typical 
case, and his report is as follows: 


The outer, rather harder, portion of the bony mass 
consisted of normal trabeculz of bone separated by 


unusually wide medullary spaces. The lamelle in 
the bony trabeculz were well marked but homogeneous 
throughout from the margins of the medullary spaces 
inwards. 

In this region the medullary spaces were filled with 
a delicate, almost myxomatous, connective tissue, in 
the meshes of which hardly any characteristic medul- 
lary corpuscles appeared except at the periphery of 
each space, where a complete row of osteoblasts was 
present in most cases. 

The central, softer, and more friable portions of the 
tumor presented very different appearances from the 
foregoing. The medullary spaces were very large, the 
bony trabecule in course of active absorption, and 
the medullary tissue replaced by a neoplastic fibrous 
growth. To consider these changes in further detail, 
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the alteration in the marrow may be taken most con- 
veniently first in order. 

The medullary tissue of the outer portions of the 
tumor has already been stated to consist chiefly of a 
delicate fibrous tissue. From this condition to one in 
which the whole medulla was converted into a dense 
feltwork of fibrous reticular substance, every stage 
could be found. 

In the progress of the metamorphosis the individ- 
ual fibres appeared to become thickened and to take a 
brownish-red stain with hematoxylin. While in the 
extreme stages the greatly thickened fibres assumed a 
more granular appearance, the whole suggesting an 
osteogenic condition. Soon after the fibres became 
denser the osteoblasts disappeared, and their place was 
taken by osteoclasts. 

The bony trabecule, as soon as the medullary tissue 
became obviously altered, showed notable changes, until 
in the most advanced areas of disease the bony trabecule 
exhibited change in the staining reaction (deeper color) 
and morphological alteration of the cells, a marked 
reversion to a chondroid stage, and furthermore the 
margins and surfaces of the trabeculae displayed many 
false Howslip’s lacune. 

Dr. Goldsmith reported upon the 
removed from my own case, as follows: 


tissue 


The tissues were decalcified in a solution of nitric 
acid and phloroglucin, imbedded paratiin, and 
stained with hematoxylin and eosin. 

The small pieces of material received consisted al- 
most entirely of compact bone, which was so dense as 


Fig. 3. Photograph of the skull in the Harvard Medi- 
cal Museum, The foramina cannot be seen but Wm. F. 
Whitney, by whose courtesy the photograph was received, 
states that they are not reduced in size. 
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to require prolonged decalcification, which materially 
diminished the staining properties of the tissue. 

The Haversian lamellae, as well as some of the 
interstitial lamella, are well marked. The lacune 
and many of the canaliculi are distinct. A great many 
bone corpuscles are readily seen, although poorly 
stained. 

Osteoblasts and osteoclasts are not recognized. 

On the whole, one is impressed with the great density 
of the bone. 


After this résumé of the histological findings, 
we see that the assumption of Le Dentu of 
a relation between this disease and sarcoma 
cannot be substantiated. Moreover, the long 
course of the disease, the localization at times 
to particular bones, and again, the symmetrical 
involvement of others, cannot be harmonized 
with the well-known characteristics of malig- 
nant growths. Therefore, the chance similarity 
of certain cells should not lead us astray. The 
association of sarcoma with leontiasis ossea, 
however, is an extremely interesting question. 
It has arisen in a few cases apparently as a 
separate process. 

In its relation to trophic disease, we have not 
as yet sufficient data to make authoritative 
statements. The border line between acrome- 


galy and leontiasis ossea has already been 


touched upon. These two, however, must 
be considered in connection with von Reckling- 
hausen’s disease, since leontiasis ossea seems 
to lie between the two; some cases appearing 
to bear a close relation to the former and others 
to the latter, as already mentioned. It is 
probable, therefore, that a trophic origin will 
ultimately be assigned to the disease. In this 
relation we note in the atypical cases, that 
Bickersteth’s case presented all the typical 
findings of leontiasis ossea, except that the 
hyoid and fibula were enlarged. Ilg’s case 
was associated with changes in the vertebral 
column and lower extremities. On the other 
hand, Lanz describes his case as ‘‘ Leontiasis 
Ossea mit generalisirten Fibroma Molluscum.”’ 
While Heath’s case showed a marked involve- 
ment of the superior and inferior maxillae 
upon one side, with extensive involvement of 
the soft parts, Scheick’s showed distinct en- 
largement of the superior maxilla and zygo- 
matic arch on one side, with enlargement of the 
soft parts. The other cases noted as resem- 
bling von Recklinghausen’s disease had less 


SURGERY, GYNECOLOGY AND OBSTETRICS 


bony involvement and more of the hypertrophy 
of the soft parts, at times with pigmented areas 
on the skin. 


THE FINDINGS IN THE THIRTY-FOUR SO- 
CALLED TYPICAL CASES 

Age. The age of onset showed a predilec- 
tion for the early years of life. In 28 cases in 
which this could be found, 9 were congenital 
or began in early childhood, 12 became notice- 
able in the second decade, 3 in the third, and 
4 later, the latest of these being noted at 64. 

Sex. In 16 cases there were g males and 7 
females. 

Previous and Associated Disease. In no 
case is syphilis admitted, and in six it is specifi- 
cally denied. No disease or traumatism is 
constantly present. 

Region Involved. The involvement of the 
bones of the face and cranium is so irregular 
that any exact classification is impossible, 
since we will often find marked involvement of 


Fig. 4. Photograph of the base of the hemisection of 
the skull described by Stack (skull 3). Furnished by Dr. 
Stack, who states in a personal communication that the 
foramina are not reduced in size. These can be seen in 
the photograph. 
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Fig. 5. 
Boddiger. 
outside of the eyes and the width of the nose. 


Photograph of patient, M.Z. Referred by Dr. 
Notice the projection of the superior maxillie 


certain parts and only slight of others. How- 
ever, a general division of the cases can be 
made into: 1. Isolated bones involved. 2. 
Hemihypertrophy of the face and_ skull. 
These cases are always most marked in the 
anterior portion. 3. Bilateral involvement of 
certain bones. 4. Involvement of the entire 
face and skull. In these cases the inferior 
maxilla is frequently uninvolved or not men- 
tioned. 

For the purpose of study, we have here the 
reports of the 34 typical cases, and g skulls in 
which no history is extant. Of these 43 cases, 
5 should be placed in Class 1 with isolated 
involvement as follows: case 3, left frontal; 
case 4, right frontal; case 11, left frontal; 
case 16, cranium, especially occipital bone; 
case 18, especially calvarium. 

In Class 2, we find 4 cases; case 5, right half 
of face, including inferior maxilla; case 10, 
side not stated, but including anterior part of 
parietal; case 12, left side, especially the 
zygoma and including the inferior maxilla; 
case 29, while hypertrophy was much greater 
upon the left side, it was general and has 
been included in Class 4; case 31, left side 
of face. 

By far the largest number of cases showed 
bilateral involvement of certain bones, Class 3. 
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The bilateral involvement of the superior maxil- 
le was most common. The frontals, how- 
ever, were frequently involved, either asso- 
ciated with the superior maxilla or alone. 
In fact, so often was more or less involvement 
of most of the facial bones found, that a special 
subtype of general facial involvement might 
have some justification, did it not lead to con- 
fusion. Twenty-two cases, including skulls 
unaccompanied by clinical histories, can be 
found in this class. 

The involvement of the entire cranium and 
face, Class 4, was found in 10 cases — 5 of 
these, however, were skulls unaccompanied by. 
clinical histories, and here, of course, some 
doubt as to the diagnosis is justifiable. 

The variability of the involvement is thus 
shown. In very few of the cases were the same 
bones involved to the same degree. As a 
sequence of the growth in the different areas, 
certain conditions and symptoms were prone 
to develop. The fosse became obliterated, 
nerve and vascular foramina encroached upon, 
while in some cases, cerebral compression was 
noted. This subject will be taken up more in 
detail in the discussion of surgical treatment 
but a résumé of the findings in the 34 typical 
cases is given here. 


THE NASAL 

In those cases in which the superior maxilla 
was involved, and statement made as to the 
condition found, 10 showed the nasal fossze 
closed, while Gunn’s and Young’s cases, and 
my own, showed anosmia, and Ribel’s case 
and my own had continual discharge. The 
antrum of Highmore was mentioned as being 
partly or completely obliterated at times. It 
is probable that these were involved in more 
of the cases and no notice taken of the fact. 
Anosmia was undoubtedly common, and infec- 
tion of the antrum not infrequent. 


INVOLVEMENT OF THE NERVE BRANCHES 

Neuralgic pains in the face early in the 
course were noted in 11 cases. In Putnam’s 
case the teeth were extracted by a dentist in 
hope of relieving pain. 

tar. Impaired hearing was found in 4 
cases. In Stack’s case of generalized enlarge- 
ment, the hearing was normal. 
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Tear Duct. 
cases and dacryocystitis in 3. 


Epiphora was present in 4 


Eye. In 15 cases the orbital cavities were 
so encroached upon as to produce proptosis. 
In 10 of these same cases a varying degree of 
optic neuritis was present. In 2 it was noted 
as being absent, and in 2 no mention was 
made as to impaired vision or ocular findings 
— neither of the latter was mentioned in any 
case in which proptosis was absent. This 
fact is worthy of consideration when we come 
to study the operative treatment. 


SYMPTOMS POSSIBLY DUE TO CEREBRAL 
COMPRESSION 

In 15 cases symptoms which could be attrib- 
uted to cerebral compression were present: 
4 showed convulsions; 4, mental impairment 
even to dementia; 9, complained of head- 
aches; 1, impaired gait; 1, dizziness; and 2 
died with convulsions and coma. These will 
be discussed later. It is interesting to note 
that in only 4 of these was mention made of 
eye symptoms — suggesting that the optic 
neuritis may be as much due to the local 
changes in the orbital cavities as to the cere- 
bral pressure. 

COURSE 

The development of the disease is always 
slow and it may apparently become arrested 
at any stage. Howslip’s case died after hav- 
ing the disease 14 years, Stack’s after 20, and 
Ribel’s after 40. Many of the other cases 
reported while the patient was still living had 
been observed a number of years before the 
report; as, for instance, Haenkel’s, 13; Put- 
nam’s, 9 and 15; Schiller’s, 30; Horsley’s, 17; 
Poisson’s, 24; My own, 10. 


TREATMENT 

Until more authoritative statements can be 
made as to the etiology, it is evident that no 
operative treatment can be undertaken with 
hope of cure. Attention is naturally focused 
upon the pituitary body. The reports, how- 
ever, are too meager to be of any value. 
Stack’s case showed that the pituitary fossa 
was partly obliterated, and he states that the 
gland was normal, but apparently no micro- 
scopic examination was made.  Sattler’s case 
also lacked a microscopic examination; he 
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states, however, that, although the gland was 
enlarged, it presented no gross lesion. 

The question as to the advisability of pallia- 
tive operations has been neglected by sur- 
geons, but after studying the histories, I believe 
it is worthy of careful consideration, and that 
in certain cases much benefit can be promised. 
Reference to the symptoms and signs classi- 
fied in the 34 cases demonstrates that the most 
serious sequele appear in consequence of 
contraction of the nasal fossa, the orbital 
cavities, and the cranium. The long course 
of the disease, and its arrest at certain stages, 
offers hope that if these complications can be 
removed, the patient’s life and general health 
may be preserved for a number of years, and in 
cases of arrest, permanent relief from symp- 
toms may be hoped for. 


RELIEF FROM CEREBRAL COMPRESSION 


Owing to the importance of this question, 
it will be studied in some detail. 

As before mentioned, 15 cases showed symp- 
toms that could be attributed to cerebral com- 
pression. But in no case was operation per- 
formed with the deliberate intention of reliev- 
ing it. The first case of Horsley (case 1) was 
observed when the patient was 19 years of age, 
and he had complained of headache, with 
vomiting and epileptic fits, for 5 years; there 
is no history of optic neuritis. The swelling 
involved the left eyebrow most, but extended to 
the left parietal and occipital region. The 
right temporal and parietal bones were dis- 
tinctly involved. The growth projected into 
the orbits and pushed the eyes downwards. 
Here was a case in which decompressive opera- 
tion could undoubtedly have been done with 
hope of relief, and Horsley himself states that 
it should have been undertaken. In Horsley’s 
fourth case (case 3), he had an opportunity to 
operate upon a patient who complained of 
pain in both frontal regions. One year later 
the patient was well, except for pain over the 
right side. The operation is described in 
detail later. 

Sattler’s case (case 8) unfortunately showed 
no symptoms of cerebral compression except 
an optic neuritis, and owing to the distortion 
of the orbital cavities and proptosis this might 
have been construed as being due to the latter, 
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so that the diagnosis of cerebral compression, 
and the consequent necessity of decompressive 
operation would have been difficult to have 
arrived at. The patient was active and cheer- 
ful until the convulsive seizures and coma 
developed, which ended in death after the dis- 
ease had been observed nine years. On 
post-mortem, compression of the brain was 
demonstrated. Operation would certainly 
seem to have been indicated upon the orbits 
and the condition found at operation might 
have demonstrated the necessity of further 
operative procedure of decompressive nature, 
if the possibility of such had been kept in 
mind by the surgeon. Keen’s case will be 
mentioned later under the discussion of opera- 
tion in the presence of eye signs. 

Starr’s patient (case 14) complained of numb- 
ness and impaired gait (no mention is made as 
to eye symptoms; all the bones of the skull 
and face were involved and the possibility of 
decompressive operation should be considered). 
The same should be said concerning Putnam’s 
first case (case 17). 

Putnam’s second case (case 18) might have 
been operated upon with hope of relief. The 


history states that the patient had repeated 


convulsions and the mental condition was 
constantly growing worse. Headaches were 
frequent. The forehead was prominent with 
two broad exostoses or thickenings on the 
skull, 24 inches across. The patient had an 
optic neuritis. 

Prince’s case (case 21) presented the same 
indication. This was admitted by Dr. Prince 
at the post-mortem, since owning to the sim- 
ultaneous thickening of the orbital plate of the 
frontal and vertex, the frontal lobes were 
greatly compressed. Partial atrophy of the 
right optic nerve was present. There was 
some proptosis however. 

Wrany’s case (case 24) showed cerebral 
symptoms. The vascular and nerve canals 
were not contracted and it is probable that 
palliative operation would have given consider- 
able relief to the symptoms and prolonged life. 

Schutzenberger’s case (case 25) stands as a 
conspicuous example of possible palliation by 
decompressive procedures. The patient came 
under observation because of cerebral symp- 
toms; epilepsy, headache, and final dementia. 
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On post-mortem, none of the foramina, except 
the left posterior jugular foramen, were con- 
tracted. The anterior portion of the skull 
particularly was involved. 

Thus we see, that of the fifteen cases men- 
tioned showing symptoms of cerebral compres- 
sion, there is justification for assuming that 
palliative operation might have relieved the 
patients for years, and in nine of these there 
were symptoms which should have suggested 
the advisability of operation. Case 3 was 
operated upon by Horsley — not with the idea 
of cerebral decompression, however — while 
cases 18, 21, 24, and 25 were conspicuous 
examples of cases that could not only have been 
diagnosed, but also operated upon with every 
hope of success. With these probabilities be- 
fore us, we naturally ask ourselves, Are there 
any complicating factors which might militate 
against a result? The involvement of the 
orbital and nasal fosse will be studied later. 
The chief factor that should be considered, 
is the contracture of the foramina, since it is 
evident that if these be seriously encroached 
upon any operative results would be temporary, 
at best. For a consideration of these cases, a 
study of the skulls is essential. It must be 
remembered that many of the skulls have been 
found and studied because of their conspicuous 
changes, and consequently represent the most 
serious and generalized form; and again show 
the ultimate and not the earlier type of the 
disease in which operation would be done. 
The less conspicuous skulls have not been 
described in the literature. This is emphasized 
when we note that of the 34 clinical cases pre- 
viously discussed, only 4 showed involvement 
of all the bones of the face and skull, while 
of the 23 skulls, 9 showed such extensive in- 
volvement. Furthermore, in several no mention 
is made as to the involvement of foramina. 
Let us consider the most serious class in which 
little encouragement can be found. In the 
1o skulls without clinical histories, mention is 
made as to foramina as follows: 


Jadelot (skull 7) says, ‘The carotid canals and the 
canals of the emissary veins are almost entirely oblit- 
erated, other nerve and vascular canals contracted.” 

Otto (skull 8), “Orifices and canals diminished, 
especially carotid and jugular.” 

Bojanus (skull 9), “Occipital, sphenoidal, jugular, 
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and auditory canals contracted, but carotid canals 
enlarged.” 

Vrolik (skull 10), ‘‘Orifices and foramina of skull 
contracted, especially the left jugular. Carotid canals, 
foramen ovale, and optic foramina much contracted.” 

Gaddi (skull 11), “Showed general contraction of the 
foramina.” 


Thus we see that these skulls, remarkable for 
their size and the great progress of the disease, 
showed a general tendency to contracture. 
The skull of Jadelot weighed 3,913 gms., that of 
Vrolik 4,000 gms. without the inferior maxilla. 
Therefore, it cannot be denied that in the most 
complete type of the disease, the foramina are 
contracted. These skulls, however, as already 
pointed out, are uncommon and represent the 
terminal stage of the disease.. For the purpose 
of study, the skulls accompanied by clinical 
histories present a fairer basis for study. jy 


Sattler’s case (skull 2, case 8), ‘‘The foramina were 
not contracted, neither the optic nor the others.” 

Stack’s case (skull 3, case 9), “‘The foramina were 
not reduced in size.’’ Prince’s case (skull 5, case 21), 
“There was no change in the foramina.’”’ Putnam’s 
report of skull in Harvard Museum, “This case has 
not been included in the clinical histories, since nothing 
is known except that the patient died at the age of 60, 
with a history of gradually enlarging head and dimin- 
ishing mental faculties. In this skull the canals and 
apertures have not been encroached upon.”? Put- 
nam’s case (skull 4, case 17), ““The report states that 
the Fallopian canals were closed, likewise the openings 
in the cribriform plate of the ethmoid. The edges of 
the other apertures were thickened and rounded except 
where eroded by caries; the vascular grooves were prac- 
tically obliterated.’’ 

Wrany’s skull (skull 14, case 24), “All the vascular 
and nerve canals surrounded by excrescences but not 
contracted. Nerve and vascular canals of facial bones 
enlarged rather than contracted.” 

Schutzenberger’s skull (skull 15, case 25), “None of 
the foramina were diminished in size, except the left 
posterior jugular foramen, this was only a small crack.” 

We see by a study of these skulls, obtained from sub- 
jects studied during life, that 5 out of the 7 showed 
little or no contraction of the foramina, while in the 
two that were involved (Putnam and Schultzenberger) 
the obstruction was not complete. By refering to the 
previous consideration of cases showing cerebral symp- 
toms, including the skull in the Harvard Museum just 
mentioned, we note that symptoms of cerebral com- 
pression were present in 5 of these 7 cases, and Sattler’s 
case had the compression without definite symptoms. 
Of these 6 cases, 4 showed no complicating contracture 
of the foramina, hence the decompressive operation 
would have given relief in all probability, and in the 


This is corroborated by a personal communication from Wm. F. 
Whitney of the museum. 
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other two, it is by no means proved that it would not 
have ameliorated the symptoms. These patient’s lived 
a number of years after the onset of the disease. 

Thus we can say, that in at least one half 
of the cases showing cerebral involvement, 
operation was not only feasible but impera- 
tively demanded. With these facts before 
us, it cannot be denied that we have strong 
justification for. the belief that decompressive 
operations in a majority of cases of involve- 
ment offer hope of relief, and may preserve 
the cerebral functions for years. 

What is the relation of the disease to the 
optic neuritis? A study of the cases showing 
this complication seems to demonstrate that 
it may be either a result of the cerebral com- 
pression or changes in the orbital cavity. It 
is interesting to note, as previously mentioned, 
that of the 15 cases showing cerebral symptoms, 
in only 4 is mention made of optic neuritis, 
although it may have been overlooked. We 
may find that proptosis, with orbital contrac- 
tion, may explain its relatively greater frequency 
in the latter condition — 10 times in 15 cases. 
The probability is, however, that either con- 
dition may produce the lesion and our opera- 
tive interference should include the orbital 
cavity. In relation to optic neuritis and the 
stage at which some sight may be preserved, 
the following statements by Horsley should 
be quoted: 

We learnt by a few years of operative surgical ex- 
perience, that, whatever other factors might be con- 
comitant, the most important one in the production of 
optic neuritis was increase of the intracranial tension. 
Therefore, it is now possible to dogmatize on this 
question, and to say that in no case of optic neuritis 
(not, of course, of toxeemic or anemic origin) should the 
process be allowed to continue after it has once been 
diagnosed, and that if blindness results therefrom, the 
responsibility is very heavy on anyone who fails to advise 
such a simple proceeding as opening the dura mater. 

As regards the procedure to be adopted, my own 
experience is that, although in rare instances the neuritis 
may begin to subside after even the first stage of only 
opening the skull, it is, as a rule, necessary to make a 
free opening in the dura mater to effect this purpose. 
One reservation must be made, that in cases where the 
tumor directly involves the optic tract, the specially 
delicate anatomical structure of the optic tract may 
negative the attaining of this otherwise invariable 
result. 

In predicting what will be the condition of vision 
after surgical treatment of the optic neuritis, every- 
3 British Med. Jr., 1906, Pe 411. 
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thing depends upon the care with which the ophthal- 
moscopic appearances of the disc are interpreted. 
Yellowish-white stippling, patches of exudation, or 
opal-white atrophic changes, especially when associated 
with macular figures, all indicate that the secondary 
changes in the disc are likely to be permanent and 
therefore, in proportion to their development, so the 
vision will be impaired; whereas, when the loss of vision 
has been dependent simply on the swelling of the disc, 
then not only is the sight saved but largely improved. 


The technique of decompressive operations 
is so well known that I shall not discuss it 
here. 


INTERVENTION IN CASES OF CONTRACTION 
OF THE ORBITAL CAVITIES 


The discussion of this phase of the question 
is of great interest, since definite results can 
be promised. 17 of the 34 cases showed in- 
volvement of the orbital cavities. Putnam’s 
cases (3and 4), Astley Cooper’s case, and 
Stack’s cases (cases 9, 19, 20, and 27) showed 
some thickening of the orbit but no demon- 
strable change in the eye or its function. In 
the remaining 13, the information as to the 
optic neuritis is often indefinite; description, 
however, is as follows: 

Horsley (case 1). Eyes pushed downwards. 

Horsley (case 2). Proptosis of right eye; 
no diplopia; right eye has only perception of 
light, and left impaired vision. 

Horsley (case 4). Right eye depressed and 
somewhat protruded, no diplopia, no change 
in fundus. 

Sattler (case 8). Epiphora at the age of 
eleven, proptosis of both eyes at the age of 
fifteen, and optic atrophy in the left at nine- 
teen, most marked in the left. 

Keen (case 11). Eyes pushed downwards 
and forwards, no optic neuritis present. This 
case was operated upon and will be discussed 
later. 

Gunn (case 
atrophied. 

Putnam (case 18). 
neuritis of right eye. 
afterwards. 

Prince (case 21). Eyes prominent; orbital 
cavities diminished in size, and partial optic 
atrophy in right. 

Edes (case 22). 


15). Proptosis, optic disc 
Eyes prominent; optic 
Eyesight failed years 


Eyes somewhat prominent; 
double optic atrophy. 
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Ribel (case 23). 

Howslip (case 28). 
vision. 

Thus we see that involvement of the orbits 
is an early and progressive change. The eyes 
are pushed out by the increasing bony deposit, 
and the frequent association of optic neuritis 
and displacement of the eyes leads us to con- 
sider this as of as much importance in the 
production of blindness as the cerebral com- 
pression. 

When we consider the anatomy of the orbit 
and the relations of its vessels and nerves, we 
see that a considerable portion can be removed 
from the outer part and roof, giving relief to 
the contracted orbit. The removal of bone 
can be continued over to the optic foramen, 
releasing the optic nerve and artery if they be 
compressed. In two cases isolated hypertro- 
phic bone has been removed, incidentally re- 
lieving the eye, although that may not have 
been the primary object of the operation. 
As long as the patients have been observed, 
however, no eye symptoms have developed. 

Horsley’s case (case 4) showed the right eye 
depressed one half inch and somewhat pro- 
truded. There was no optic neuritis, however, 
although there was impaired vision, and the 
operation doubtless prevented changes for 
years at least. The tumor involved the whole 
frontal region on the right side. He describes 
the operation as follows: 


Proptosis after 30. 
Proptosis and impaired 


On April 24, 1895, the tumor was fully exposed 
by an incision beginning above, near the coronal 
suture and passing down to near the root of the nose, 
outwards along the margin of the orbit and zygoma. 
The flap was raised, and the periosteum scraped off 
the bone and cut away. The surface of the tumor 
was smooth and the bone vascular. ‘Two discs of the 
bone were removed by the trephine at the inner and 
outer limits of the disease; it was outlined by a saw cut, 
and removed with forceps. It was softer than normal, 
the thickest part being at the margin of the orbit, where 
it measured fully one and a quarter inches, the frontal 
sinus being obliterated by it. The roof of the orbit 
was much thickened, and was removed as far back as 
the sphenoidal fissure; on the outer side, the major 
part of the great wing of the sphenoid and the upper 
part of the malar bone were cut away, and at the pos- 
terior part of the orbit the small wing of the sphenoid 
was also cut away, laying bare the optic nerve in its 
sheath and the structures passing through the sphenoi- 
dal fissure; the dura mater covering the anterior part of 
the frontal and temporo-sphenoidal lobes was exposed, 


‘ 
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a small perforation made in it at one spot being closed 
by a horse-hair suture. 

The flap was replaced and sutured, a small drainage 
tube was inserted at the outer angle; this was removed 
on the third day, and the wound was healed by the 13th 
day, when the patient was allowed to sit up. The 
hemorrhage was not severe, and the shock was very 
slight, considering the extent of the operation. No 
further pain has been complained of. 

In a personal communication, Dr. W. W. 
Keen reports that in his case (case 11), the 
sight of the left eye was interfered with some- 
what, the eyeball being pushed downwards 
and forwards nearly half an inch; eye grounds 
were normal. He reports the operation as 
follows: 

OPERATION, November 16, 1898. I made an incision 
over three sides of a square extending from just above 
the eyebrow upward, and from near the middle line to 
the temporal fossa. I then trephined just above and 
to the left of the root of the nose, intending to trephine 
at the four corners and with the Gigli saw to throw back 
an osteoplastic flap. I found the bone at this point a 
scant inch and a half in thickness. ‘The bone was very 
soft and could be easily gouged away. I very soon 
found that it was a case of leontiasis ossea, with pres- 
sure on the brain. Accordingly, I removed most of 
the left half of the frontal bone, and then drew down 
the soft parts so as to get into the roof of the orbit. 
Finding no osseous prominence there, I closed the 
wound with iodoform-gauze. Later, I may possibly 
put in a piece of celluloid. The specimen was sent 
to Dr. Coplin, No. 499. 

She made an uninterrupted recovery, the tempera- 
ture rising only once to 100°. 

SECOND OPERATION, January 25, 1899. The same 
flap was lifted upward, the lower margin turned down, 
and the projecting bone of the supra-orbital region was 
partly gnawed away with rongeur forceps. On trying, 
I found I could cut it away with an ordinary scalpel, 
so soft was the bone. A celluloid plate 1.8 mm. in 
thickness was then inserted. Its margins were filed 
off so as to produce no prominence and a half-dozen 
holes were bored through it to allow the escape of any 
blood from underneath. This was simply laid in situ 
without attempting to fasten it in any way. The arch 
over the orbit formed a shelf on which it could rest. 
Some of the thickened bone in the roof of the orbit was 
then gouged away. The wound was closed with a 
piece of iodoform-gauze for drainage. 

She made an uninterrupted recovery, her temperature 
only once exceeding 99°. She was discharged on the 
roth day, having been delayed there for four days on 
account of a severe storm. 

June 22, 1903. She called to see me to-day. She 
weighs 102 pounds, has been menstruating regularly 
for the last six months. On examining her head, I 


find the plate of celluloid firmly fixed so that it cannot 
be displaced by manipulation through the skin. 
is no recurrence of the leontiasis. 


There 
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The study of the other cases previously 
classified demonstrates that operative proce- 
dure could have been instituted in like manner. 
In Sattler’s case, for instance, proptosis devel- 
oped at the age of 15, while optic atrophy did 
not appear until 19. Displacement practically 
always precedes the destruction of the nerve, 
and offers a clear indication for operation with 
every hope of preserving the function of the 
eye. Horsley himself states that his first case 
(case 1) should have been operated upon. It is 
possible that in cases of extensive involvement, 
operation in stages may be indicated. 


INVOLVEMENT OF THE NASAL FOSS 

This complication is undoubtedly present 
much oftener than the histories show. While 
it is not so serious as the preceding sequel, 
yet the patients often complain bitterly of the 
nasal obstruction and continual discharge 
which the obstruction produces. Anosmia 
while probably frequently present would be 
seldom complained of by the patient. The 
involvement of the tear duct is a more serious 
disaster, for which intervention could probably 
offer slight hope of relief. Epiphora was noted 
in 4 cases and dacryocystitis in 3, this gener- 
ally being one of the early signs of the 
disease. In those cases in which the nasal 
obstruction is complete, the relief and satisfac- 
tion to the patient is marked, as was demon- 
strated in my case, where complete anosmia 
was demonstrated by Dr. Kahn and oblitera- 
tion of both fossee was present, with a constant 
purulent discharge. I do not believe that the 
antrum of Highmore was involved. The 
enlargement was so great as to have led ear- 
lier observers to diagnose bilateral osteomas. 
Under complete anesthesia the bony deposits 
on both sides were chiseled out, giving a free 
ingress to air. After some weeks of local 
treatment by Dr. Boddiger, who referred 
the case to me, the nasal discharge has ceased, 
and the patient makes no complaint except 
that he has some earache, whether due to 
local irritation or involvement of nerves in 
bony deposit is still open to question. From a 
study of the cases it would seem that cases 2, 
13, 23, 26, 27, and 28 might also have been 
relieved in like manner. The permanence of 
the relief depends, of course, upon the rapidity 
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of growth. In my case the bone had been 
growing for ten years at least; seven years 
previously, he had complained of dacryocys- 
titis; so that there is every possibility that some 
years may elapse before a second operation is 
indicated. 

Other operative attempts to relieve the neu- 
ralgia, prevent growth, and relieve deformity 
have been made as follows: Horsley (case 2) 
operated to determine whether the branches of 
the middle division of the 5th nerve were 
involved. He describes his exploratory opera- 
tion as follows. 

On January 6, 1892, an incision was made along 
the lower margin of the orbit and vertically down the 
side of the nose to the ala; the bony growth was ex- 
posed and found to involve the anterior surface of the 
maxilla, exiending round the margin of it into the orbit 
as far back as the spheno-maxillary fissure, where it 
rose half an inch above the floor of the orbit. Before 
the operation was undertaken, the patient would not 
entertain the idea of excision of the jaw, and as it was 
evident that the only treatment that would benefit him 
was its extirpation, which could not be done without his 
consent, the flap was replaced and sutured in position 
with horse-hair. 


This patient had been operated upon five 


years previously by Dr. Bland Sutton, and notes 
of the case were published in the Transac- 


tions oj the Clinical Society (vol. xxii). The 
right lower jaw was removed at the first opera- 
tion, and three weeks later the right upper jaw. 

Putnam suggested in 1896 what had already 
been attempted by Barwell in 1881, namely, 
the ligation of the blood supply. He tied the 
common carotid artery just above the sterno- 
clavicular joint. The patient died of secondary 
hemorrhage seven days afterwards. 

Poisson’s patient had enlargement of the 
malar, frontal, and superior maxilla of one 
side. After making an incision along the side 
of the nose, raising a flap of skin and perios- 
teum, he chiseled away the excessive growth, 
thus restoring the face to its original shape. 
In this patient the disease began at the age of 
16, and the operation was performed at the age 
of 42. 

Le Dentu has performed a like operation. 


SUMMARY 
1. Operative procedures are justifiable in a 
certain proportion of the cases. 
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2. No well-defined operation can be sug- 
gested as a curative measure. The pituitary 
body has been observed enlarged in only one 
case, and there microscopic examination is 
lacking. Further careful examination should 
be made when opportunity presents itself. 

3. Palliative operations should be done to 
relieve cerebral compression, and encroach- 
ment upon the orbital and nasal cavities. The 
indication for these procedures is clear; the 
diagnosis can be made, and relief from symp- 
toms, with the preservation of sight and men- 
tality for years can be expected. 

4. Obstruction of the blood supply and 
operations for cosmetic purposes may be con- 
sidered. 

5. The relationship between acromegaly, von 
Recklinghausen’s disease, and generalized tro- 
phic changes in bones, on the one hand, and 
so-called leontiasis ossea, on the other, cannot 
be stated at the present time; therefore, the 
latter should not as yet be classified as a patho- 
logical entity, although its clinical individuality 
should be retained. 


REPORT OF TYPICAL CASES 
CasE 1. Horsley, The Practitioner, London, 1895, 
lv, pp. 12-25. Age: Began at 15, observed at 19. 
Sex: Male. Previous Disease: Denies syphilis or 
traumatism. Region Involved: Swelling began over 
left eye. On entrance the swelling of the cranial bones 
affected the left eyebrow most prominently, but ex- 
tended to left parietal and occipital by continuity. 
Otherwise normal, except right temporal and parietal 
bones distinctly involved. Growth projected into both 
orbits, pushing eyes downwards. Inferior maxilla not 
enlarged. Nasal Fossa: Not involved. Fifth Nerve 
Symptoms: Pain early over left forehead. Lar: 
Deaf in right ear. Eyes: Eyes pushed downwards. 
Cranial Symptoms: Headache with vomiting. Epi- 
leptic fits for five years, i. e., since 14. 

CaAsE 2. Horsley, The Practitioner, London, 1895, 
lv, pp. 12-25. Age: Began at 20, and was observed 
at 25 by Bland Sutton, and at 28 by Horsley. Sex: 
Male. Previous Disease: Denies syphilis or trauma- 
tism. Region Involved: Sutton: Began as exostosis 
on each side of nose and then ramus of jaw on right side 
became involved. Right inferior maxilla involved. 
Horsley: Left side of face involved. Inner half of 
floor of orbit involved. Nasal Fossa: Sutton: Right 
nostril completely closed. Right antrum completely 
obliterated. Fifth Nerve Symptoms: Horsley: Neu- 
ralgia left side of face. Eye: Sutton: Right eye 
slightly protruded. No diplopia. Both discs pale and 
white. Right most advanced. Horsley: Right only 
perception of light. Left impaired vision. Left eye 
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most protruded. Tear Duct, Sutton: Epiphora. 
Horsley: No left epiphora. Operation, Sutton: Right 
upper and lower jaws removed in two sittings. 
Horsley: Exploratory incision to see if nerves could 
be released to relieve pain; could not. In spite of 
operation, sight of right eye was lost. 

Case 3. Horsley, The Practitioner, London, 1895, 
lv, pp. 12-25. Age: Began at 12, observed at 13. 
Sex: Female. Previous Disease: Denies syphilis 
or traumatism. Region involved: Left frontal region 
of orbit at outer part but not orbital plate. Extended 
to temporal ridge and hairy scalp. Nasal Fossa: 
No obstruction to left. Cranial Symptoms: Pain in 
both frontal regions. Operation: Incision along eye- 
brow back to level of external auditory meatus. Bone 
and periosteum removed, including the whole breadth 
of the roof of the orbit in its anterior two-third. One 
year later patient was well except for pain over right side. 

CasE 4. Horsley, The Practitioner, London, 1895, 
lv, pp. 12-25. Age: Began at 18, observed at 35. 
Sex: Male. Previous Disease: Denies syphilis or 
traumatism. Region Involved: Right side of fore- 
head and frontal region going to temporal crest. Orbi- 
tal margin most thickened. Frontal sinus obliterated. 
Fijth Nerve: Neuralgia; relieved after operation. 
Eye Symptoms: Right eye depressed and somewhat 
protruded. No diplopia. No change in fundus. 
Operation: All involved bone removed. Roof of 
orbit removed as far back as the sphenoidal fissure; 
a major portion of the great wing of the sphenoidal 
and malar were removed, and at the posterior part 
of the orbit, the small wing of the sphenoid was cut 
away, laying bare the optic nerve and structures 
in the sphenoidal fissure. No further pain complained 
of. 

Case 5. Barwell, Transaction of the Pathological 
Society of London, vol. xxxii, 1880-1881, pp. 282-284. 
Age: Began at birth, observed at 7. Case not well 
observed Lut is accompanied by photograph showing 
hypertrophy of right half of face, particularly inferior 
maxilla. Sex: Male. Operation: Barwell ligated 
common carotid artery just above sternoclavicular 
joint. Patient died of secondary hemorrhage. 

Case 6. Young, British Medical Journal, 1896, 2, 
p. 1303. Age: Began at 39, observed at 46. Region 
involved: Both superior maxille, both frontals, orbi- 
tal cavities diminished. Eyes: Vision weak, proptosis. 
Nasal Fossa: Anosmia. 

Case 7. Ziehl, Archiv fiir Pathologische Anatomie, 
Berlin, 1883, xci, pp. 92-105. Age: Began at birth, 
observed at 4. Region involved: Hypertrophy of 
superior and inferior maxilla encroaching on eye and 
nose. Skull not involved. Soft tissues take part in 
process. 

Case 8. Sattler, Transactions American Ophthal- 
mic Society, Hartford, tgoo-1g02, ix, p. 59. Age: 
Began at 11, observed at 20. Sex: Female. Region 
involved: Started in superior maxilla, especially left 
side involved. Post-mortem: Calvarium thickened, 
brain compressed, and the superficial veins prominent 
and varicose. The sella turcica very deep. The 
pituitary gland enlarged, but no gross lesion. The 
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orbital plates of frontal bone both much thickened. 
Sinuses filled. Foramina not contracted. Eyes: Epi- 
phora at age of 11. Proptosis of both eyes, most 
marked in left, at the age of 15. Optic atrophy at 19, 
most marked in left. Cerebral Symptoms: Attack 
resulting in death came on with convulsive seizures and 
coma, due to hemorrhage at base of brain. Age 21. 
She was active and cheerful until that time. Tear 
Duct: Epiphora at the age of 11. Blood-Vessels: 
Superficial on brain proniinent, foramina not contracted. 
Pituitary Gland: Enlarged, but no gross lesion. 

CAsE 9. Stack, Bristol Medical Chirurgical Jour- 
nal, 1900, xviii, pp. 316-320. Age: Began before 7, 
observed at 21. Length: Till death— 20years. Region 
Involved: Entire skull and head enlarged uniformly. 
Early diagnosis of hydrocephalus. Foramina not 
reduced in size. Base of skull interiorly nearly normal. 
Naso-pharynx contained a firm, white bony body, dis- 
tinct from the other lesions. Sarcoma. Inferior max- 
illa involved. Weight one pound. Lower jaw began 
same time as head. Some softening of bones of pelvis 
suggesting osteomalacia. Nasal Fossa: Smell nor- 
mal. Har: Hearing normal. Eyes: Eyes not dis- 
placed downwards and forwards. Sight normal, orbits 
contracted vertically and horizontally. Tear Duct: 
Dacryocystitis at 12 years. ‘‘Probe could not be in- 
serted because of abnormality of nasal bones.” Pitu- 
itary Gland: Pituitary fossa partly obliterated. Pituit- 
ary body normal. The bones of the skull on section 
were for the most part softer than natural, but the 
appearance was not quite homogenous. In parts there 
were masses of more compact tissue, and in others, the 
rarefaction had proceeded to such an extent as to 
leave spaces of an eighth of an inch in diameter. 

CasE to. Chiene, Edinburgh Medical Journal, 1894-5 
xi, p. 346. Age: 24 years. Sex: Male. Region 
Involved: Enlargement of superior maxilla, nasal, 
frontal, malar, and anterior part of the parietal. No 
difference in skin. Inferior maxilla not enlarged. 
Fijth Nerve: Pain over superior maxilla, which ceased 
under 10 grains of potassium iodide. Blood-vessels: 
Temporal arteries more tortuous than on opposite side. 
Nothing to suggest acromegaly, achondroplasia, or 
osteitis deformans. Microscopical: Liver contained 
nodules size of marbles, which were thought to be 
syphilitic, but not sure. 

Case 11. Keen, International Clinics, Philadelphia, 
July 1899, p. 180, and personal communication. Age: 
Not stated. Probably congenital, observed at 11. 
Sex: Female. Region Involved: Frontal region. Diag- 
nosis of tumor of frontal region was made. Eyes: 
Eyeball pushed downwards and forwards. No optic 
neuritis present. Cerebral Symptoms: No epilepsy 
or headache. Operation: Child was supposed to 
have a btain tumor and was operated upon. Flaps 
of skin turned up, but upon trephining, the skull was 
found to be enormously thickened; it was soft and 
easily gnawed away with bone forceps, even shaved 
away by scalpel. Dura was exposed over considerable 
area and no necessity was found for interfering with 
the orbit. Bone was 3 cm. thick. At late operation, roof 
of orbit was gouged away and celluloid plate inserted. 
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Five years later, 1903, Dr. Keen reports that she is 
still well. No recurrence. 

Case 12. Hankel, Berliner 
Schrijt, 1884, xxi, p. 560. Age: 
until he was 29, observed at 35. 
vious Diseases: Denies syphilis. 
Began left side of face, especially the zygoma. At 35 
left side of face twice the size of right. Zygoma most 
involved. Left frontal and inferior maxilla larger than 
right. No skin changes. 

CasE 13. Patel and Pellanda, Lyon M édical,19g05, cv, 
pp. 448-450. Age: Not stated, but had deformity 
long time. Sex: Male. Previous Diseases: Denies 
syphilis. Region Involved: Enlargement of all facial 
bones, especially frontal, sphenoidal, superior maxille. 
Left side of nose particularly deformed. Inferior 
maxille not particularly enlarged. Nasal Fossa: 
Contracted. 

CaAsE 14. Allen Starr, American Journal Medical 
Society, December, 1894. Age: Observed at 52. 
Sex: Male. Region Involved: Both bony and soft 
tissues of head, face, and neck involved. Skin slightly 
pigmented. Bone is primarily and chiefly involved. 
Symmetrical. Nasal Fosse: Obstructed partly. Cere- 
bral Symptoms: Numbness and tingling in extremities. 
Gait impaired. 

CasE 15. Gunn, Lancet, London, July 11, 1885, p. 
67. Age: Observed at the age of 22. Sex: Female. 
Region Involved: Symmetrical enlargement of upper 
half of face. Nasal Fosse: Anosmia. Fijth Nerve: 
Neuralgia for about eleven months. Eyes: Optic 
discs atrophied. Proptosis. 

CasE 16. Hale, White, British Medical Journal, 
June 6, 1896, p. 1377. Age: Observed at the age of 
32. Sex: Male. Region Involved: Bones of the 
face unaffected. Involved cranium particularly, espe- 
cially occipital bone. Eyes: No symptoms. 

Case 17. (1) Putnam, American Journal of Medical 
Sciences, July, 1896. Age: Began at the age of 20 
and observed at 29. Sex: Female. Region In- 
volved: Broadening of head and prominence of eyes. 
Double facial paralysis. Post-mortem: Sutures not 
visible. Fallopian canals and cribriform plate-open- 
ings closed. Ear: Deafness, sero-purulent discharge 
from ears. Cerebral Sympioms: Pains in head, dizzy 
on walking. 

Case 18. (2) Putnam, American Journal of Medi- 
cal Sciences. July, 1896. Age: Began at the age of 
5. Region Involved: Forehead prominent. Two broad 
exostoses on skull 24 inches across. Fifth Nerve: 
Neuritis. Ear: Deaf. Eyes: Right optic neuritis 
is slight. Eyes prominent. The eyesight failed years 
after. Cerebral Symptoms: Repeated convulsions in 
early years — one to two years of age; then none until 
thirteen, and at time of report afflicted with many. 
Headaches, poor mental condition, constantly getting 
worse. 

CAsE 19. (3) Putnam, American Journal of Medical 
Sciences, July, 1896. Age: Began at the age of 35 
and observed at 50. Region Involved: Bones of face 
not enlarged, but edges of the orbit were thickened. 
Fijth Nerve: Neuralgic pains. Ear: Hearing poor 


klinische Wochen- 
Began at 12, grew 
Sex: Male. Pre- 
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for number of years. Abscess in both ears 15 years 
before. Eyes: Eyesight good. Cerebral Symptoms: 
Slight headaches. 

CAsE 20. (4) Putnam, American Journal of Medical 
Sciences, July, 1896. Age: Began at the age of 23 
and observed at 35. Sex: Female. Region In- 
volved: Began in left parietal eminence. Head en- 
larged in all directions. Longest circumference 654 
cm. Fifth Nerve: Burning sensation right side of 
face. Eyes: Eyes normal but orbital plates thickened. 
Blood-Vessels: ‘Temporal veins distended. Teeth on 
right side were removed by dentist in hope of relieving 
pain. 

CASE 21. Putnam reports case of Dr. Prince, Ameri- 
can Journal of Medical Sciences, July, 1896. Sex: 
Male. Region Involved: Frontal bone prominent, 
one inch thick. Orbital plates greatly thickened, 
pushing bone upwards. Eyes: Partial atrophy of 
right optic nerve, orbital cavity diminished. Eyes 
prominent. Compression Symptoms: Mentality re- 
duced. 

CASE 22. Edes, American Journal oj Medical 
Sciences, 1896, vol. cxii, p. 21. Age: Observed at 
the age of 52. Region Involved: Enlargement most 
marked in forehead, which is rounded. Temporal 
fosse greatly filled out and rounded, giving bulbous 
overhanging look of hydrocephalus. Eyes: Double 
optic atrophy. Eyes somewhat prominent. 

CaAsE 23. Ribel by Baumgarten, Thése pour le 
doctorat en medicine Paris, No. 1892, p. 183. Age: 
Began at the age of 6 and observed at 46. Died at 
46 from tuberculosis of the lungs. Sex: Male. 
Region Involved: Superior maxilla became early 
involved. Between 20 and 30 orbits became contracted. 
Eyes later showed proptosis. No changes in cervical 
vertebre. No statement as to apertures. Inferior 
maxilla showed slow growth. Nasal Fosse: Nasal 
fosse closed at the age of 15, continual discharge from 
nose. Eyes: Proptoses after 30. Compression Symp- 
toms: No cerebral symptoms. No convulsions or 
paralysis. Tear Duct: Dacryocystitis at 12. 

Case 24. Wrany by Baumgarten. Region Involved: 
Anterior portion of cranium mostly involved. All the 
vascular and nerve canals surrounded by excrescences 
but not contracted. Began with the involvement of the 
inferior maxilla. Compression Symptoms: Cerebral 
symptoms present. Tear Duct: Right tear duct 
closed. 

CAsE 25. Schutzenberger by Baumgarten. Age: 
Observed at the age of 40. Region Involved: Con- 
traction of left posterior-jugular foramen, others not 
at all. Thickening of all bones of face, especially 
frontal; venous engorgement of brain. Cerebral 
Symptoms: Patient came under observation because of 
epilepsy, headache, and final dementia. 

CAsE 26. Poisson, by Baumgarten. Age: Began 
at the age of 16 and observed at 42. Sex: Female. 
Region Involved: Diffuse hypertrophy of superior 
maxilla, malar, frontal, zygoma, also involved. Na- 
sal Fosse: Entirely obliterated. Operation: Pois- 
son made incision at the internal angle of the eye, along 
side of nose, raised flap of skin and periosteum, and 
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then chiseled away the excessive tumor, restoring the 
face to its original shape and size. 

Case 27. Astley Cooper by Baumgarten. Region 
Involved: Double osteoma of the superior maxilla. 
Nasal Fosse: Cavities involved. Eye: Cavities in- 
volved. Microscopic: Microscopic examination made, 
indefinite. 

Case 28. Howslip, by Baumgarten. Age: Began 
at the age of 45 and observed at 59. Region Involved: 
Superior maxille involved. Nasal Fosse: Cavities 
obliterated. Fifth Nerve: Much pain in face. Eyes: 
Eyes pushed from sockets; vision impaired. 

CASE tg. Port, Correspondenz-Blatt fiir Zahnérzte, 
Berlin, 1904, xxxiii, pp. 193-8. Age: Began at child- 
hood and observed at 20. Sex: Male. Region In- 
volved: Both sides of face, especially the left. This 
side was much larger than the right — hypertrophy 
extended exactly to the median line, involving face, 
skull, and inferior maxilla. In this case, the increase 
of size of teeth on left side was particularly interest- 
ing. Operation: Piece of bone of inferior maxilla 
chiseled away. 

CAsEs 30 and 31. Fisher, Deutsche Zeitschrijt fir 
Chirurgie, Bd. 12, p. 57, 1879. Reports briefly two 
cases. 1. A man 18 years of age. Tumor mass 
grew to size of child’s fist. There were no symptoms 
of cerebral compression. 2. A woman of 30. Involve- 
ment of left orbit and left superior and left inferior 
maxilla. Blindness was present and the patient com- 
plained of headache. 

Case 31. Abstract in Schmidt’s Jahrbiicher, 1834, 
No. 2, p. 384. Report of child who died at the age of 
18 months, after having had convulsions at irregular 
periods since birth. At post-mortem the bones of the 
skull were found greatly thickened, but no involvement 
of the face, 

CASE 32. Schiller, Wiinchener medicinischer Woch- 
enschrift, vol. xlviii, p. 1560, 1901. Age: Began in 
utero. Difficult extraction on account of growth of 
head. Reported at 30. Growth continued after birth. 
Region Involved: Irregular involvement of frontals, 
temporals, superior maxillz, and parietals. Patient 
complained of headache. No other cerebral symptoms. 
Eyes: No proptosis. Fundus normal. Nasal Fos- 
se: Left nasal narrowed. 

CASE 33. Hinsdale, Journal of Nervous and Men- 
tal Diseases, vol. xxiii, p. 803, 1896. Age: Began at 
64, died at 71. Region Involved: Calvarium. Face 
not involved. Skull wall varied from 18 to 35 mm. in 
thickness. No statements as to orbits or foramina. 
Cavity of skull of normal size. Symptoms: Previous 
to the onset of the disease the patient had been lively 
and intelligent, but became listless, and final dementia 
developed, with insomnia and coma. 

CASE 34. Personal observation. M. Age: 30. Pole, 
iron worker. Referred by Dr. Boddiger. History: 
The man noticed at 20 years of age that he could not 
breath through his nose. At the same time, he noticed 


that the superior maxillz were larger than normal. At 
the age of 23, there was an infection at the right inner 
canthus, and an abscess developed (dacryocystitis). 
Between the ages of 21 and 24 he had headache con- 
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stantly, but since then it has not been severe. He did 
not suffer from epilepsy, had no trouble with his eye- 
sight, and his hearing was normal. At the age of 29, 
there was a discharge of pus from the right side of the 
nose. Shortly afterwards the left side began to dis- 
charge pus. Neuralgic pains over the superior maxille 
were marked up to 3 years ago, i.e. between the ages 
of 21 and.27 years. The teeth are somewhat loose in 
the upper alveolar process. 

Examination: The patient presents the appearance 
of excessive development of the superior maxille, 
especially marked on the right side. The cranium does 
not seem enlarged. There is possibly some enlarge- 
ment of the ascending rami of the inferior maxilla. 
Other bones of the body seem normal. The eyes 
appear normal, and there is no bulging or apparent 
growth of frontal or orbital plate of frontal. 

Dr. Harry Kahn, who examined the patient for me, 
reports as follows upon examination of the ear and 
nose. Ear: The membrana typani normal, as are 
the other parts that may be examined otoscopically. 
The hearing is normal except that there is a slight reduc- 
tion of the perception of the high tones (C 4). Nose: 
Anterior rhinoscopy. Both the right and left sides are 
occluded, except a narrow slit between the septum and 
the lateral wall. The septum is straight. The left 
side; the outlines of the anterior end of the middle 
turbinate can be made out, the inferior turbinate ap- 
pears to be fused with the floor of the nose, causing a 
projection from it and completely obliterating the in- 
ferior meatus. On the right side the cavity is nar- 
rower than on the left. No vestige of the middle 
turbinate can here be seen and the inferior turbinate, as 
on the opposite side, is also fused with the floor oblit- 
erating the inferior meatus. The color of the mucous 
membrane is altered, it is a greyish-pink and appears 
infiltrated and soggy. In both nostrils a small amount 
of white ill-smelling pus is present. On account of the 
condition which is present, it is not possible to say from 
where this pus comes. The posterior rhinoscopic 
picture shows a narrowed chonael opening on both 
sides, with no inferior turbinal visable, and only a 
large projecting mass in the place of the superior and 
middle turbinal bones. The vault of the naso-pharynx, 
especially the portion towards the left side, contains pus. 
Complete anosmia. Pharynx: Somewhat redder than 
normal and is dry and shiny. Larynx: Negative. 
The roof of the mouth (hard palate) is broad and arched 
with a tendency to the gothic. The ruge are large and 
prominent. 

Measurements: 

Bi-superior maxillary diameter, 15 cm. 

Bi-frontal diameter, 12 cm. 

Mento-frontal diameter, 203 cm. 

Glabello-occipital diameter, 244 cm. 

Oblique diameter superior maxilla, left-mastoid, 
right, 164 cm. 

Oblique diameter superior maxilla, right-mastoid, 
left, 164 cm. 

Circumference cranium, around forehead, 58 cm. 

Circumference occiput-superior maxilla, under-nose 
and above ears, 614 cm. 
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The right and left oblique diameters were 163 cm., 
as shown above, which would seem to indicate a sym- 
metrical involvement of the maxilla. This is errone- 
ous, however, and due to the irregularity of the face and 
base of the skull. 

Operation: Under general anesthesia, with a chisel 
and mallet, the bone obliterating the nasal fossz was 
removed until the cavity was restored to its normal 
size, or even larger. The antra were not entered on 
either side, showing an extensive contraction of these, 
although they were apparently not obliterated, as was 
later shown by X-ray picture. The hemorrhage, 
although free, was not excessive. The anterior por- 
tion of the maxillz on the inner side seems to be more 
extensively involved than the posterior, and the bone 
was not soft, as has been described in other cases, but 
was of ivory hardness. The bony tissue was decalci- 
fied with difficulty, and a microscopical examination 
made. The report of Dr. Goldsmith is included in the 
general discussion of the subject. 


REPORT OF THE SKULLS 


SKULL 1. Atypical. Case 17. Transactions of 
Chicago Pathological Society, vol. iii, pp. 231-240, 
1901-3. Region Involved: Especially left side. Fron- 
tal, superior, and inferior maxilla. Superior maxilla 
most marked. Base of skull greatly deformed. Meas- 
urement: Circumference 68cm. Frontal bone 8.5 cm., 
thick. Remainder of skull 2 cm. to 8 mm. Left 
angle to symphysis 18 cm. Right angle to symphysis 
13 cm. Length 25 cm. Lower end frontal suture to 
coronal suture. Right 5.7cm. Left 8.5 cm. Weight: 


Skull cap 1450 grams. 


SKULL 2. Sattler. Case 8. Region Involved: 
Started in superior maxilla. Left side especially in- 
volved. Calvarium thickened. The brain was much 
compressed and superficial veins prominent. Orbital 
plates of the frontal on both sides much thickened. 
Sinuses are filled with bone. Pituitary Fossa: The 
sella turcica was very deep. The pituitary gland much 
enlarged, but no gross lesion. Foramina: Not con- 
tracted, neither the optic nor others. 

SKULL 3. Stack. Case g. (See photograph.) Re- 
gion Involved: The entire skull enlarged as well as 
the face and inferior maxilla. Interior of skull looked 
normal. Naso-pharynx contained fibro-sarcoma. Or- 
bits contracted except in length. Bones of lower jaw 
had overgrown the teeth, so that some were entirely 
buried. Measurements: Weight 84 pounds. Lower 
jaw weighed 1 pound. Bi-temporal 8? inches. From 
occipital protuberence to glabella 213 inches. The 
circumference in the same region (bi-temporal) 31} 
inches. Weight: Skull cap 84 pounds. Foramina: 
Not reduced in size. Case came from the Royal In- 
firmary, Bristol. 

SKULL 4. Putnam. Case 17. Region Involved: 
Sutures not visible. Fallopian canals closed, likewise 
passages of the cribiform plate of the ethmoid. Meas- 
urements: Cavity not greatly diminished. Foramina: 
Fallopian canals closed, likewise cribiform plate of the 
ethmoid. Edges of other apertures thickened and 
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rounded, except where eroded by caries. Vascular 
grooves practically obliterated. 

SKULL 5. Prince’s Case reported by Putnam. 
Case 21. Region Involved: Frontal bone prominent. 
Frontal bone 1-inch thick, compressing frontal portion 
of brain. Orbital cavity diminished. Involved both 
frontal bones almost exclusively. Foramina: No 
change. 

SKULL 6. Baumgarten. Gaddi first described Mal- 
pighi, Thése pour le doctorat en Medicine, 1892, p. 183. 
Region Involved: Bones of base much thickened. 
Cavities of eyes small. Foramina: No statement. 

SKULL 7. Jadelot by Baumgarten. Region In- 
volved: The superior and inferior maxilla, the en- 
tire skull much increased in size. Obliteration of left 
auditory canal (deaf). Suborbital canal reduced in 
size. Nasal orifice diminished in size, also lachrymal 
canals. Sphenoidal cavity obliterated. Weight: Skull 
weighed 3913 grams, that is six times more than 
the ordinary head. Foramina: Carotid canals, in- 
volved canals of the emissary veins are almost en- 
tirely obliterated, optic canal contracted as well as 
other vascular and nerve canals. 

SKULL 8. Otto by Baumgarten. Region Involved: 
The orbital cavities are small, sutures effaced. Lach- 
rymal canals diminished, superior maxille greatly 
enlarged. Involvement greatest in anterior part. 
Foramina: Orifices and foramina diminished, espe- 
cially carotid and jugular canals. Lachrymal canal 
diminished. 

SKULL 9g. Bojanus by Otto, by Baumgarten. 
Weight: Otto describes a skull found by Bojanus, 
without the inferior maxilla; it weighs 4000 grams. 
Foramina: The occipital foramen, the sphenoidal 
foramen, and the auditory canals are reduced. The 
carotid canals enlarged but the jugular canal is con- 
tracted. The mastoid foramina are enlarged. 

SKULL 10. Vrolik by Baumgarten. Region In- 
volved: Frontal bone most involved. Most of the 
changes are noted on the inside of the skull. Fora- 
mina: Orifices and foramina contracted. The spheno- 
maxillary fissure almost destroyed. Optic canal re- 
duced to fissure. 

SkuLt 12. Cruveilheir by Baumgarten. Region 
Involved: The nasal fosse completely obliterated ; 
orbital openings much contracted. Lachrymal canal, 
maxillary, and sphenoid sinus, almost obliterated. 
Vomer four or five mm. in thickness. Especially 
marked about face. Foramina: No description of 
interior of skull. 

SKULL 13. Peruvian Skull by Baumgarten. Region 
Involved: Nasal and orbital canals almost obliterated. 
Facial bones particularly involved and inferior maxilla 
involved. 

SKULL 14. Wrany from Baumgarten, 1867. Case 
24. Region Involvod: Hypertrophy most in ante- 
rior part of skull. Antrum of Highmore nearly 
obliterated. Trouble began in the inferior maxilla. 
Foramina: All the vascular and nerve canals sur- 
rounded by excrescences but not contracted. Nerve 
and vascular canals of facial bones enlarged rather than 
contracted. 
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SKULL 15. Schutzenberger from Baumgarten. Case 
25. Region Involved: Thickening of all the bones of 
the face, especially the frontal. General osteosclerosis 
of the skull. Venous engorgement of the brain. Fora- 
mina: None of the foramina were diminished in size 
except the left posterior jugular foramen. This was 
only a small crack. 

SKULL 16. Putnam. Harvard Medical Museum. 
Part of Spurtzheim Collection. (See photograph.) 
Region Involved: The face bones little involved. 
Skull bones markedly thickened 1 inch. Cavity of 
brain encroached upon. No history known, except 
that patient died at the age of 60. The skull had been 
gradually enlarged and mental faculties diminished in 
the same ratio. Foramina: Ina personal communica- 
tion Wm. F. Whitney of the Museum, reports as 
follows: ‘I have examined the foramina at the base 
of the skull, in comparison with those of a normal one, 
and should say that they are not diminished in size 
although the bone is in general thickened.” 

SKuLL 17. Army. Medical Museum, Washington, 
D. C. Enlargement of all facial and cranial bones. 
(See photograph.) No history except that patient was 
a mulatto, and skull came from a dissecting room in 
Baltimore. 

SKULL 18. Young. Case 6. Report very meager. 
Region Involved: Both superior maxillz and frontals. 
Orbital cavities diminished. Base normal with no 
occlusion of foramina. Sella turcica normal.  Pituit- 
ary gland normal in size. 

SKULL 19. No clinical history. Fisher, Deutsche 
Zeitschrift fiir Chirurgie, Bd. 12, p. 59, 1879. Region 
Involved: Temporals, frontals, and zygoma especially 
on left side. Left inferior maxilla enlarged. Right 


normal. No statement as to foramina. 
SKULL 20. No clinical history. Fisher v. s. Left 
frontal, parietal, and temporal bones. Orbits not 


involved. Cavity of skull only slightly narrowed. 
Foramina: No statement. 

SKULL 21. Sommer, Allgmeine Zeitschrift fiir Psych- 
iatrie, Bd. 54, p. 704, 1897. Region Involved: Chiefly 
great wing of sphenoid and orbit. It is questionable 
whether the brain was compressed, although the man was 
insane. No relation between the insanity and changes 
in the bones could be demonstrated. The region -of 
the hypophysis was encroached upon. Foramina: 
Foramina on sphenoid contracted. Other in the base 
surrounded by excrescences. 

SKULL 22. The short report of this skull is included 
in the Clinical History 31. 
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SKULL 23. Hinsdale (Case 33), calvarium alone 
involved, bone thickness 18-35 mm. No statements 
as to foramina or orbits. Cavity of skull not lessened. 


ATYPICAL CASES 


For the reasons mentioned in the text, I have arbi- 
trarily classed as atypical the following cases: 

Case 1. Horstrey (Case 2). The Practitioner, 
London, 1895, lv, pp. 12-25. 

Case 2. ZIEHL reports case already reported by 
Virchow. Archiv, 1863, vol. xxxviii, p. 474. 

3. ZreEHL from von Heumann. 

CasE 4. from von Passaeur. 
Archiv, 1886, vol. xxxvii, p. 410. 

Case 5. ZrEHL from Beck. Med. Annalen, 1836, 

. 89. 
. Case 6. Lanz. Deutsche Zeitschr. f. Chir. Leipzic, 
1900. lviii, pp. 580-585. 

Case 7. Kiwutt. Fortsch. d. Med. Berlin, 1890. 
Viii, pp. 121-127. 

Case 8. ScHerck. Berlin klin. Wchnschr., 1883, 


Virchow 


XX, Pp. 700. 
CasE 9. SAUCEROTTE by Baumgarten. 
CAsE 11. BICKERSTETH by Baumgarten. 
12. HeatH by Baumgarten. 
CASE 13. Piguet by Baumgarten. 
CasE 14. Lr DeEntu by Baumgarten. 
CAsE 15. PEAN by Baumgarten. 
Case 16. Le Dentu. Bull. Acad. de med. 3. serie 


xli, 1899. Paris. p. 428-448. 

Case 17. Bassor. Transactions of Chicago Patho- 
logical Society, 1901-3. Vol. cxi, pp. 231-232, and the 
Journal of Nervous and Mental Diseases, vol. xxx, 
Sept. 1903, p. 513. 


ADDITIONAL LITERATURE 


Excellent articles upon this subject have appeared by 
Baumgarten, Putnam, and Bassoe. The latter appends 
an excellent bibliography of gigantism and leontiasis 
ossea. 

In addition to the bibliography given in the indi- 
vidual reports of the cases and skulls, the following 
should be noted. 

Sempun. Leontiasis Ossea. 
drid, 1902, xxxvii, 224-235. 

Mittat. De la leontiasis ossea, Gaz. d. hosp., 
Paris, 1892, Lxv, 921-928. 

VircHow. Die Krankhaften Geschwiilste, Virchow. 

CHEVALLEREAN. Die Ophthal. Clinik, vol. iv. s. 9. 
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INTERNAL DERANGEMENT OF THE KNEE-JOINT' 


Wir Report oF CASES 


By LEONARD FREEMAN, M.D., DENVER, CoLorapo 


O other joint is of more importance 

N than the knee, because it has to 
support the weight of the body, and 

because locomotion depends so largely 

upon its integrity. An individual witha crippled 
knee — and there are many such — is in a sad 
plight indeed, and often incapacitated from 
earning a living. In spite of this, affections 
of the knee-joint, outside of tuberculosis and 
floating cartilages, have not received adequate 
attention from the profession at large, especially 
in this country. This indifference arises from 
several sources: from lack of emphasis of the 
subject in most of our colleges and text-books, 
from difficulties of diagnosis, and from fear of 
operations upon the knee by both patient and 
physician; this fear being based upon the 
idea that stiffness is very apt to result from 
loss of lubricating fluid or from adhesions. 
It should be more thoroughly understood 
that permanent stiffness seldom follows an 
operation on the knee, when it is properly done, 
when the cause of the original trouble is re- 
moved, and when injection does not occur, in- 
fection being by far the most prominent factor. 
The loss of lubricating fluid, so greatly feared 
by the laity and by many physicians, is of small 
importance, as it is rapidly reformed. ‘Tempo- 
rary stiffness, however, generally follows an 
operation of any magnitude, and sometimes 
persists for months, and for this the patient 
should always be prepared. Hence, for this 
reason, and because of the danger of infection, 
which, although slight, is ever present, the 
knee-joint should never be opened without 
good cause, and then under the most favorable 
circumstances; but when such a cause exists, 
an operation should be done without hesitation. 
In this paper I shall confine my remarks to 
affections of the semilunar cartilages, which, 
aside from tuberculosis, are perhaps the most 
frequent sources of chronic knee-joint troubles. 
They come under the head of ‘‘internal de- 
rangements of the knee,” which term was 


introduced by Hey over one hundred years ago. 
It must be understood, however, that this desig- 
nation is a general one, covering a number of 
distinct lesions, each presenting similar symp- 
toms, among which a differential diagnosis is 
often extremely difficult, or even impossible 
without an operation. Under this head, for 
instance, come: elongated synovial fringes; 
folds of thickened synovial membrane; abnor- 
mal masses of subcapsular fat; rupture of the 
crucial ligaments; elongation of the patellar 
ligament; relaxation of the lateral ligaments; 
loosening of the semilunar cartilages; rupture 
or splitting of the semilunar cartilages; bruising 
of the semilunar cartilages, followed by their 
chronic enlargement; loose bodies and tumors 
of various kinds; together with numerous other 
difficulties of a more or less definite nature, such 
as sprains, faulty distribution of body-weight, 
rupture of ligaments, etc. 

Owing to the uncertainty of accurate diag- 
nosis in many instances, “internal derange- 
ment” remains, perhaps, the best designation 
for a certain group of symptoms. Other terms 
are ‘‘loose, movable, or dislocated semilunar 
cartilages,” ‘“‘subluxation of the knee,” ‘‘Hey’s 
joint,” ‘‘spring-knee,” ‘‘trigger-knee,”’ etc. 

Pathology. The semilunar cartilages occupy 
the circumference of the flat, and even some- 
what convex, surface of the head of the tibia, 
and by their wedge-shaped form assist in hold- 
ing the condyles of the femur in their proper 
position. Most of this work, however, is done 
by the lateral and patellar ligaments, so that 
the semilunars can be removed without serious 
difficulty resulting. ‘They are firmly held at 
both ends, but somewhat loosely attached to the 
tibia and joint-capsule at all other points, so 


. that they are naturally slightly movable, and 


it is only when their movability is considerably 
increased that it becomes of pathologic impor- 
tance. When this is the case, a cartilage may 
get pinched between the articulating surfaces 
of tibia and femur during certain movements 


1 Read before the Colorado State Medical Society, Denver, October, 1906. 
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of the knee, or it may be squeezed forcibly out 
between the bones and the capsule. In either 
case pain and locking of the joint result, 
accompanied often by swelling and intra-artic- 
ular effusion. Frequently the cartilage be- 
comes frayed along its internal border, or even 
torn across, split lengthwise, or twisted upon 
itself. Occasionally it is detached at one end 
or at both ends, and may float about in the 
joint like a pedunculated tumor, or lie curled 
up in the intercondyloid notch. According 
to Roux, the cartilages sometimes become 
thickened from repeated injuries (chronic 
traumatic meniscitis), even when they are not 
abnormally movable, and thus give rise to 
painful symptoms by interfering with com- 
plete extension. 

Undoubtedly, laxness of the lateral and 
patellar ligaments often has much to do with 
internal derangement, inasmuch as it permits 
of undue rotary movements of the tibia upon 
the femur, thus leading to displacements and 
injuries of the cartilages. In some knees this 
laxity is so great that the head of the tibia may 
even slip directly backwards far enough to 
engage the semilunars between the articulating 
surfaces. Malformations of the limb, tending 


to knock-knee or bow-legs, may be concerned in 
producing this relaxation, as may also rachitis, 
and distention of the joint with fluid from 
various causes. 


Causes. The usual cause, in the acute form, 
is a sudden and forcible twist of the tibia upon 
the femur while the knee is more or less flexed. 
Relaxation of the ligaments undoubtedly adds 
to the danger, but it is not a necessary factor, as 
internal derangements often occur in athletic 
young men, where laxity of the ligaments could 
not be suspected. The accident often happens 
in football, in alighting from moving cars, and 
in falls of various kinds. It is produced by a 
femoral condyle either overriding the outer 
edge of the corresponding semilunar cartilage, 
or else pushing the cartilage before it, tearing 


it more or less from its moorings, and crowd- - 


ing it outwards against the capsule. When 
once loosened in this way, the cartilage is apt 
to slip again under much slighter provocation. 

The onset of an internal derangement, how- 
ever, is not always acute nor due to a serious 
accident; and this, I am sure, is often respon- 
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sible for its being overlooked. It may come 
slowly, especially in the presence of relaxation 
of ligaments, the cartilage becoming gradually 
loosened by repeated and comparatively trivial 
twistings of the leg. This is seen in rapidly 
growing children, particularly those afflicted 
with rachitis, in women of lax build who have 
gained suddenly and markedly in weight, and 
in those whose occupations require them to 
spend considerable time upon their knees with 
outward rotation of the feet; as in housemaids, 
miners, and religious devotees. In arising 
from such a position the knee will often sud- 
denly “lock.” 

Sympioms. The most prominent symptom 
is sudden locking of the knee, accompanied by 
great pain and inability to straighten the limb, 
although it can often be flexed without great 
difficulty. This is said to differentiate the 
trouble from a sprain, in which the knee can be 
extended, but not flexed (Cotterill). The 
most that can be said of this diagnostic point, 
however, is, that it is suggestive, but not reliable. 
Following the accident, soreness remains over 
the semilunar cartilage, together with puffiness 
of the side of the joint, and occasionally hy- 
drops articuli. Repeated occurrences of the 
phenomenon cause this condition to become 
chronic, and disability of the joint results. 
Sometimes an elevation or a depression can be 
detected at the site of the cartilage; but this is 
by no means always the case, and should not 
be too strongly considered in diagnosis. 

It should be emphasized that many cases of 
internal derangement come on more or less 
slowly, without accident and without sudden 
locking of the joint, merely exhibiting pain, 
soreness, and puffiness over the semilunar car- 
tilage, together with loss of function. Such 
conditions are apt to be misinterpreted, and 
thus escape proper treatment. 

In acute cases, and in severe chronic ones, 
the disability may be great enough to necessitate 
the use of crutches, or even to prevent locomo- 
tion altogether. Acute locking of the joint may 
occur only at long intervals, or it may take place 
so frequently as to cause great anxiety every 
time the patient moves about, owing to the 
embarrassment and danger of suddenly falling 
in the street or elsewhere. The cause is often 
ridiculously trivial, such as stubbing the toe, 
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turning suddenly to look over the shoulder, 
rolling over in bed, etc. In those whose avoca- 
tions require free use of the lower limbs, the 
inconvenience is sometimes extreme, and such 
unfortunates are to be found in almost every 
community. 

Treatment. In acute cases, where the joint 
is locked and painful, the first thing to do is to 
replace the dislocated cartilage, if possible. 
This can usually be done by flexing the joint 
still further, rotating the tibia outwards or in- 
wards, according to circumstances, and then 
making rapid extension. This does not gener- 
ally require an anesthetic, because, although 
painful, it can be quickly accomplished. No 
absolute rules can be given, however, as to the 
exact method of manipulation, although, in 
general, where the internal cartilage is con- 
cerned, the tibia should be rotated outwards, 
and vice versa. In the majority of cases, vari- 
ous twistings, flexions, and extensions will have 
to be done until reduction is accomplished. 
Further treatment consists in the application 
of a splint, together with hot or cold com- 
presses, until the symptoms have subsided. 
Complete rest should be enjoined for some days, 
followed by the use of some form of apparatus, 
such as that suggested further on, until the 
cartilage has had an opportunity to become 
adherent in its original position, which will 
require at least from three to five weeks. It 
may be said that if these precautions were al- 
ways carried out, there would be far fewer 
cases of chronic internal derangement and 
much less necessity for operations. 

Where the cartilage has been slipped a num- 
ber of times and has become more or less 
permanently loose, the problem of cure is more 
difficult. Many things have been advocated, 
including the wearing of plaster casts, elastic 
knee-caps, and braces confined to the vicinity 
of the joint (Marsh); but, although these appli- 
ances undoubtedly do some good, they often 
fail, because they do not prevent rotation of the 
tibia upon the femur, which is the essential 
cause of the trouble. An elastic knee-cap is 
particularly useless, and perhaps harmful, in 
that it tends to cause weakening of ligaments 
and atrophy of muscles, upon the tension of 
both of which the integrity of the joint so largely 
depends. 


Massage has been suggested, as well as coun- 
ter-irritation by means of the thermocautery. 
Either of these measures may be of service in 
mild cases, and may always be employed to 
advantage in connection with an appropriate 
brace; but in bad cases, especially where rup- 
ture of the cartilages exists, they are of little use. 

In many instances good results may be ob- 
tained by the use of a properly constructed 
brace, such as that described by Shaffer of 
New York (Annals of Surgery, 1898, vol. xxviii, 
p- 417). This consists of a light steel rod, 
padded at the knee, and hinged so as to permit 
flexion of the joint, and running from well up 
on the thigh down the outside of the limb to the 
heel, where it is attached firmly to the shoe. 
A shorter rod, also hinged, is placed along the 
internal surface of the limb and carries a round 
pad which presses against the lateral surface 
of the joint. The apparatus is held in place 
by a broad band of leather about the thigh, and 
narrower bands above and below the knee. 
(See illustration.) The hinges in the rods are 
so arranged as to prevent full extension of the 
joint, thus doing away with all stretching of the 
relaxed and weakened ligaments, and permit- 
ting them to contract gradually and become 
more firm. Such a brace not only supports 
the joint in every way, giving a sense of security 
and permitting locomotion without fear or 
danger, but, what is of paramount importance, 
it guards against rotation of the tibia upon the 
femur, which is not true of any form of brace 
not reaching from the thigh to the foot.' 

During the last few years I have used this 
apparatus some fifteen times, with very satis- 
factory results, nearly all the cases, however, 
being mild ones and not of long standing. Nine 
patients recovered entirely, the rest being either 
improved or lost sight of. 

Acute cases should never be operated upon; 
but in bad chronic cases, and in those where 
the use of a brace has failed (and a brace 
should always be tried, where there is the slight- 
est prospect of cure) an operation is not only 
indicated, but imperatively called for. J/ 
should always be conducted, however, under 
the most carejul surgical precautions, and never 
undertaken otherwise. 


1 The Shaffer brace has been excellently constructed for me by Mr. 
William Jones, 1430 Stout Street, Denver, Colorado. 


| 
— 
| 


SURGERY, GYNECOLOGY AND OBSTETRICS 


Fig. 1. The Shaffer brace. 

If the joint contain fluid, I can see no reason 
for delay until this has become absorbed, as is 
insisted upon by English writers on account 
of the supposed increased danger of infection 
from stitch-abscesses; because fluid always 
accumulates, anyhow, as an effect of the opera- 
tion itself. Many forms of incision have been 
suggested, but the one I have devised and al- 
ways used has been so satisfactory that I have 
not seen fit to try any other. This incision 
forms a U-shaped flap of all the tissues, includ- 
ing the capsule, upon the internal or external 
surface of the joint, as required, and lying be- 
tween the lateral ligament on the one hand and 
the patella and its ligament on the other. (See 
illustration.) The base of the flap may be 
either upwards or downwards, but it must be 
so arranged as to uncover thoroughly the edge 
of the tibia and the semilunar cartilage sur- 
mounting it. Division of the lateral ligament 
is seldom necessary. I have occasionally varied 
the procedure by turning a skin-flap upwards 


and a flap of the deeper tissues downwards, so 
as not to bring the lines of suture opposite each 
other, but I do not know that any advantage 
exists in this modification. 

Hemorrhage should be checked by crushing 
the vessels and by torsion, rather than by liga- 
tures, and if the fingers are inserted in the 
wound at all, they should always be encased 
in rubber gloves. In order to carry out the 
most rigid asepsis, a face-mask should be worn. 
There must be as little rough handling of the 
tissues as possible, and blood should be removed 
from the joint, with or without irrigation, as 
may be indicated. 

Several English surgeons have strongly ad- 
vised merely sewing the loose cartilage to the 
periosteum of the tibia, instead of removing it; 
but this custom is not generally followed in this 
country nor in other countries, although it will 
occasionally succeed. By far the better plan 
is always to excise the entire cartilage, in spite 
of the fact that some operators have advised 
removal of the external border only, others the 
internal border, and still others the mere excis- 
ion of loose fragments, where they exist. 

In excising the cartilage, it should be pulled 
out of the joint with a blunt hook (forceps slip 


Fig. 2 Line of incision. 
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off too easily) and cut from its moorings with 
scissors. Once or twice I have been able to 
twist the cartilage from its posterior attach- 
ment after cutting it free anteriorly. 

The capsule and fascia should be accurately 
reunited with continuous catgut sutures, in 
order to avoid unnecessary knots, and the skin 
sutured with silkworm-gut. Drainage is un- 
necessary, unless oozing persist, and then it 
should be used for a few hours only. A snug 
bandage and a posterior splint complete the 
dressing. 

Slight passive motion and massage should 
be begun in about two weeks, and soon after 
this the patient can be permitted to get about 
on crutches, with gradually increasing use of 
the limb. 

Swelling, tenderness, and inhibition of func- 
tion always persist for a number of weeks, and 
even months, so that, unless the patient be 
forewarned, discouragement often results; but 
the final outcome is almost invariably satis- 
factory. Properly conducted massage and 
passive motion are of great assistance, and are 
always indicated. An occasional use of the 
thermocautery or the hot-air bath may be of 
advantage. 

My experience is limited to ten excisions of 
semilunar cartilages, done upon eight patients. 
Three of these operations have been done too 
recently to be of value. The reports which 
follow are brief histories of the six remaining 
cases: 

CasE 1. Mr. C., aged 30, baker. As a result of 
twisting the right leg externally while the knee was 
flexed, the joint became suddenly “ locked,” which was 
accompanied by pain and tenderness over the internal 
semilunar cartilage and some swelling. The difficulty 
recurred frequently during the course of more than a 
year, giving rise to great disability and suffering. Con- 
siderable relief was obtained by wearing a plaster cast; 
but as soon as this was removed the trouble returned. 
At the time I examined him he had been using crutches 
for several months, and was unable to pursue his occu- 
pation. The joint was moderately swollen, and tender 
over the internal semilunar cartilage, but there was no 
prominence or depression at this point. It could be 
moved and straightened without pain, but the weight 
of the body could not be sustained upon it. Operation: 
At St. Joseph’s Hospital, March, tg01. A U-shaped 
flap of skin, fascia, and capsule was turned upward on 
the internal aspect of the joint and the semilunar carti- 
lage excised. It was completely loose, except at its 
extremities, and lay rolled upon itself across the joint, 
between the head of the tibia and the condyle of the 
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femur. Primary union. Much stiffness and soreness 
persisted for several weeks; but at the end of nine or 
ten weeks the limb could be used fairly well. On 
August 19, 1906, five and one half years after the opera- 
tion, the patient writes: “I have gone hunting in the 
mountains nearly every year since, and can walk better 
than most men, and take longer walks. . . . My work 
keeps me on my feet twelve or fourteen hours daily, so 
the knee don’t get much rest.” ~ 

CasE 2. Mr. B., aged 38, mining engineer. In- 
jured his left knee in a game of football many years ago, 
and twice since that time. The first injury was a blow 
on the outside of the joint, and the last a twist of the 
leg, sustained in jumping from a wall. On each occa- 
sion the knee became painful, swollen, and tender over 
the internal semilunar cartilage, and it was necessary 
to use crutches for several weeks. Since the last acci- 
dent, two and one half years ago, he has been upon 
crutches continuously, and unable to attend to his 
duties. Plaster casts had been worn for months at a 
time, without permanent improvement. The knee was 
not swollen, but the muscles of the calf and thigh were 
considerably atrophied. There was no external evi- 
dence of derangement of the semilunar cartilage, al- 
though the joint was tender in that region. Extension 
was complete, the patient stating that he had never 
experienced difficulty: in this regard, but no weight 
could be borne upon the limb. Operation: At St. 
Joseph’s Hospital, January, 1906. The joint was 
opened on the internal surface by the formation of a 
U-shaped flap with its base upwards, and the semilunar 
cartilage found completely loosened from its attach- 
ments, except at its ends, its posterior half being split 
longitudinally. It lay between the articulating sur- 
faces. Primary union. In four or five weeks the knee, 
although somewhat swollen and still tender, could be 
bent to an angle of 120°, and the patient could walk 
several squares without support. A letter written some 
eight months later stated that he “could do everything 
{with the joint] but run.” The last I heard from him 
he was in the Klondike, and the knee was in excellent 
condition. 

Case 3. Mr. C., aged 35, locomotive-engineer. 
About twelve years ago be sprained his left knee in 
alighting from a railroad train. Since then the joint has 
been “weak,” and every few months would gradually 
swell, causing protracted inconvenience and pain. For 
some time he has used crutches and has been unable 
to work. The greatest amount of pain was felt just 
below the patella and just above it, but the most pro- 
nounced tenderness was over the internal semilunar 
cartilage. Operation: At St. Joseph’s Hospital, No- 
vember, 1905. A U-shaped flap was turned upwards 
internal to the patella ligament, the semilunar cartilage 
found loosened from its central moorings, and excised. 
Primary union. Nine months after the operation the 
patient reported that “this leg was just as limber as 
the other,’ and the recovery complete. 

CasE 4. Miss G., aged 15, school-girl. Fell about 
ten months ago, injuring her left knee upon its internal 
surface, the joint remaining tender, painful, and swollen, 
with inability to extend it completely. Plaster casts were 
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ineffectually employed, under the impression that the 
trouble was tuberculous, and for the last three months 
she has been unable to walk without crutches, and has 
suffered much. On examination, the knee was found 
swollen and tender over the internal semilunar cartilage, 
although no projection or depression could be detected. 
Operation: At St. Joseph’s Hospital, June, 1905. The 
skin was turned upwards internal to the patellar liga- 
ment by means of a U-shaped incision; while the deeper 
tissues, including the capsule, were turned downwards 
in a similarly shaped flap, so as not to bring the inner 
line of incision opposite the outer one. The semilunar 
cartilage was found loosened from its attachments, 
except at its extremities, and was excised. Primary 
union. The joint remained stiff and tender for several 
months, but when the patient presented herself for 
examination one year later, she could walk easily with- 
out support, although a moderate amount of tenderness 
of the joint still existed and flexion was not quite com- 
plete. Improvement is still taking place, and there can 
be little doubt that complete restoration of function 
will ultimately result, although it probably would have 
been more rapid if proper massage and passive moments 
had been employed. 

CasE 5. Master B., aged 13, elevator-pilot. Several 
years ago the left knee gradually became lame, without 
any injury that could be recalled. It would frequently 
“lock”? suddenly in a moderately flexed position, ac- 
companied by swelling, pain, and tenderness over the 
external semilunar cartilage. His physician diagnosed 
tuberculosis, and placed the joint in a plaster cast for a 
year. This gave rise to improvement, but as soon as 
the cast was removed the trouble returned as bad as 
before. On examination, the knee was found to be 
slightly flexed, stiff, swollen, and tender, so that the use 
of crutches was necessary. Operation: At St. Joseph’s 
Hospital, January, 1905. Separate U-shaped flaps were 
employed for the skin and deeper tissues, the outer one 
having its base downwards and the inner one upwards. 
The external semilunar cartilage was very loose in its 
central portion, and was removed by dividing its an- 
terior attachment and twisting it out of the joint with 
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large forceps. Primary union. Although considerable 
soreness and stiffness followed, the joint gradually re- 
covered its usefulness, and the boy returned to his usual 
work. Some three months after this operation, while 
jumping into his elevator, he twisted his knee and 
struck it against a large box. Swelling and great pain 
resulted, with tenderness over the internal semilunar 
cartilage. At the end of six weeks he was still confined 
to bed, and suffering intensely upon the slightest move- 
ment of the partly flexed joint. Other treatment fail- 
ing, it was decided to remove the internal semilunar 
cartilage. Operation: At St. Joseph’s Hospital, May, 
1906, an internal U-shaped skin-flap being employed, 
with the base upwards. The deeper tissues were divided 
by a similarly shaped incision, with its base downwards. 
The cartilage, which could be felt through the skin, was 
very loose and was excised. Recovery from stiffness 
and soreness was slow, but the result was reported as 
satisfactory at the end of about four months. 

CasE 6. Sister—aged 29. Has had a “‘weak knee”’ 
on the left side for seven or eight years, which was 
always more or less tender, and would occasionally 
“lock” and cause her to fall, especially when the leg 
received a twist. The trouble appeared gradually, 
and without an injury, as far as could be remembered. 
For a year she had been unable to walk without sup- 
port, and for three weeks previous to the operation the 
knee could not be flexed without “catching,” so that 
she felt compelled to walk backwards, dragging, as it 
were, the extended limb after her. Operation: At St. 
Joseph’s Hospital, September, 1902. U-shaped flap, 
with base upwards, over internal surface of joint. Two 
pathologic conditions were found: a loose semilunar 
cartilage and an abnormal amount of subcapsular fat 
projecting into the articulation. Both cartilage and 
fat were removed. Primary union. Considerable 
tenderness and stiffness followed the operation, but by 
the end of three months the patient could walk without 
support of any kind, and from that time her improve- 
ment was rapid and satisfactory. At present, four 
years after the arthrotomy, she walks without discom- 
fort or limping, and remains on her feet all day. 
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PECULIAR CASES OF TRAUMATISM OF INTERNAL ORGANS, SOME 
DUE TO TROPICAL CONDITIONS AND PRACTICES 


By MAXIMILIAN HERZOG, Late PATHOLOGIST BUREAU oF SCIENCE, MANILA, P. I. 
(From the Biological Laboratory, Bureau of Science, Manilla, P. I.) 


writer, among his autopsy material in 

Manila, encountered five cases of fatal 

traumatism of internal organs without 
external injuries. However, in two of these 
five instances fractured ribs were responsible 
for the internal damage, followed by fatal hem- 
orrhage. Each one of the five cases presents 
quite peculiar and noteworthy features; two 
are probably unique in kind. Two were cases 
of rupture of the spleen occurring in splenome- 
galy; two were cases of rupture of the heart; 
one a fatty heart which, in the absence of any 
other injury, in consequence of a slight fall was 
pierced by a rib; and one case, rupture of a 
fatty liver occurred during parturition in con- 
sequence of a native obstetrical practice. 


|) ve: the years 1904 and 1905, the 


TWO CASES OF SPLEEN RUPTURES IN SPLENO- 
MEGALY 


Rupture of the spleen, in the tropics, is prob- 
ably not at all rare, though heretofore this 
appears to have been the general impression. 

Glogner' has quite recently called attention 
to its occurrence in Java, where, during the 
years 1893-18098 he saw ten cases of rupture of 
the spleen. A summary of Glogner’s observa- 
tions will be of interest. In all ten cases the 
spleen was enlarged, several times quite con- 
siderably; in all, the insult which caused the 
rupture, followed by fatal hemorrhage, was 
comparatively slight; in four cases malarial 
parasites were found in the spleen upon post- 
mortem examination. Glogner, from his ob- 
servations, draws the practical conclusion that a 
person during or after a malarial infection, as 
long as an enlarged spleen is present, should be 
guarded carefully against any danger which 
might lead to a rupture of the spleen. Our 
own two cases of rupture of the spleen are the 
following : 

CasE No. 1. Juan Reyes, a 15 years old Filipino 
boy, residing in Manila, on July 15, 1904, was brought 


1Gtocner. Ueber Milzrupturen in den Tropen. Archiv f. 
Schiffs u. Tropenhyg, 1906; x, 17. 


to the San Juan de Dios Hospital. It appears that the 
boy had received a slight kick or had suffered a fall. 
No diagnosis was made and he died in syncope July 
16th, p.. Post-mortem examination made July 17, 
1904, at 10 A.M., fifteen hours after death. Body ofa 
well-developed young male native. Post-mortem rig- 
idity still quite well marked. Post-mortem lividity very 
moderate. The whole surface, particularly the mucous 
membranes, are very pale and anemic. The abdomen 
appears much distended, particularly the upper part. 
There are no signs of external violence, and no wounds 
or abrasions. On opening the abdomen very extensive 
blood coagula are found to fill every available space 
below the diaphragm. Serum has collected in the de- 
pendent parts of the abdominal cavity, and the mass of 
serum and coagula removed amounts to about two to 
three liters. All the organs are found to be very anemic. 
The heart is soft and flabby but otherwise normal. 
The lungs are rather collapsed and pale pink in color. 
Both of them have formed some adhesions, and the apex 
of the right lung contains four caseous nodules, varying 
in size from a pea to a hazel-nut. Otherwise, the lungs, 
the trachea, the bronchi, and the larynx are normal. 
The spleen is very soft, flabby and friable, measuring 
23 x 10x 6} cm. and weighing 655 grammes. ‘The cap- 
sule is wrinkled, transparent and grayish-blue. The 
veins entering the hilum are very much enlarged and 
have very thin walls. On the posterior lateral surface 
of the spleen, namely, that which was in contact with 
the internal thoracic wall of the left side, there is found 
a rupture, which extends from the outer lateral margin 
of the organ toward the hilum. The rupture is about 
six centimeters long and is directed somewhat down- 
wards. It forms a triangular gap, the basis of which 
is found right at the hilum, being 2} cm. long. The 
rupture has torn into some of the larger branches of the 
splenic vein. The lesser omentum contains a small 
round body of the size of a hazelnut, which is either an 
accessory spleen or a hemolymph gland. On inspect- 
ing the internal wall of the thoracic cavity, it is found 
that the oth rib of the left side is fractured. This frac- 
ture is situated 9.5 cm. behind the anterior end of the 
rib. It is an incomplete green stick fracture, and is 
situated right in the mid-axillary line. The anterior 
segment of the fracture is very sharply pointed. It pro- 
jects somewhat into the pleura costalis. The region 
around this fracture, for a radius of several centimeters 
is hemorrhagic. It is clear that this fracture must have 
been produced by a dull force, which, however, left no 
sign on the integument. It was probably a force exerted 
very quickly, not crushing the soft parts but splitting 
the rib and driving the anterior fragment into the ex- 
ceedingly soft, friable, enlarged spleen and producing 
arupture. The kidneys are normal. The adrenals are 
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normal. The capsule of the liver is smooth and trans- 
parent, and in color pale pinkish-blue, the upper surface 
showing a number of small punctiform hemorrhages. 
On the cut surface the organ looks brownish-pink. The 
gall-bladder is normal. The ductsare normal. The mu- 
cosa of the duodenum and stomach is pale. The 
small intestine, the large intestine, the prostate, etc., are 
normal. The brain and cord are normal. 

Anatomical Diagnosis: Splenomegaly (primary ?), 
fracture of the ninth rib of the left side, rupture of the 
spleen, hemorrhage, general anemia of all the internal 
organs, tuberculosis of the apex of the right lung. No 
malarial parasites were found in smears prepared from 
the spleen. 

CasE No. 2. Maximo Villaflor, 25 years old, a native 
Filipino living in Manila, was working on a new build- 
ing on February 13, 1905. He was engaged in lifting, 
by means of a lever, certain heavy weights, and just as 
he had brought the lever to the required elevation, he 
staggered and fell to the ground. His friends applied 
‘smelling salts,” thinking that he had fainted, but as 
he did not respond to this treatment, the Board of 
Health was notified. ‘The time between the injury and 
his death was probably about twenty minutes. It was 
stated by his wife that his health had been the same as 
it always had been since she had known him. The post- 
mortem examination was made two hours after death. 
The findings were, beginning cirrhosis of the liver, sple- 
nomegaly (very large spleen), rupture of the spleen, 
copious hemorrhage into the abdominal cavity. No 
external injuries, no ribs fractured. Smears from the 
spleen showed neither malarial parasites nor the Dono- 
van-Leishmann bodies. 


PERFORATION OF THE HEART 


The two following are cases of perforation of 
the heart. In one of the them the myocardium 
was ruptured by a fractured rib, but not the 
pericardium, and the victim did not die from 
the effects of losing a large amount of blood, 
but from compression of the heart and cessation 
of its action. In the second case, a floating rib 
perforated a heart, which was in an advanced 
condition of fatty degeneration. 


CasE No. 3. Mrs.‘Manuela Ramos, from Intramuros, 
Filipina, age 25, died July 17, 1904. The post-mortem 
examination was made July 18th, twelve hours after 
death. Immediate cause of death not known. It was 
stated that she had been struck by a carromata shortly 
before she died. Body of a well-developed young native 
woman, 25 to 30 years of age. Post-mortem rigidity 
strongly marked. Post-mortem lividity quite noticeable. 
Abdomen somewhat distended. A repeated careful 
inspection fails to show any signs of external violence. 
No wounds, contusions or abrasions of any kind to be 
seen. On opening the thoracic cavity, the pericardium 


is found to be much distended, and shining through it 
there appears to be a firm, dark, blood coagulum. On 
opening the pericardium, it is indeed found that it con- 
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tains a large amount of dark, coagulated, gelatinous 
blood and blood-tinged serum, distending, the pericar- 
dium ad maximum and compressing the heart. A care- 
ful examination fails to show any perforation in the 
pericardium. The heart, which weighs about 226 
grammes, presents a perforation, which begins 2 cm. to 
the left of the anterior border of the interventricular 
septum. The perforation extends almost horizontally 
toward the left, being a little downwardly inclined. It 
forms a slit 2.2 cm. long, running 5 cm. above the apex, 
and 5.5 cm. below the sulcus of the heart. The edges 
of the perforation are almost clean-cut where they enter 
the myocardium, as if they had been produced by a 
dull, somewhat serrated knife. The cut takes a some- 
what downward and inward course, traveling through 
the whole thickness of the myocardium. Where the 
cut enters the cavity of the heart, the margins are not 
very smooth, but rather irregular and ragged. The con- 
sistency of the myocardium is good. Its color is pink- 
ish-brown and all the serous surfaces are smooth. There 
are no atheromatous changes. The heart is covered 
with a very moderate amount of epicardial fat. In 
short, the whole organ is absolutely normal. After the 
removal of the lungs (the apex of the right one showing 
a very few tubercles, and a little caseous nodule not 
larger than a lentile), it is seen that the second, fourth, 
and fifth ribs are fractured. The fracture of the second 
rib is found to be 7.5 cm. posterior to the sternal articu- 
lation, that of the fourth one 9.0 cm., and that of the 
fifth one 9.5. The anterior fragments are directed in- 
wards. The fragments of the fourth and fifth ribs are 
very sharp and are surrounded by an area of subpleural 
blood extravasation. However, these fragments have 
not perforated the pleura costalis. The extravasated 
blood is strictly sub-pleural and no free blood is found 
on the surface of the pleura. The uterus appears some- 
what enlarged and the left ovary shows a fresh, however 
already closed, corpus luteum. On opening the uterine 
cavity, a little hemorrhagic mass, about 4 cm. in diam- 
eter, is found imbedded in the mucosa of the posterior 
wall, near the entrance of the left tube. This mass was 
carefully cut out and placed in Zenker’s solution, as it 
might, of course, bea very youngovum.’ All the organs 
of the body, with the exception of the apex of the right 
lung, are found to be absolutely normal. They are all 
more or less congested with dark fluid blood. It appears 
clear that the woman must have been struck at the side 
of her body, or in the back, by a swiftly moving force. 
This force, however, did not produce any signs of exter- 
nal violence, particularly no contusions, abrasions, or 
wounds. The force traveled through the soft parts, and 
meeting the resistance of the ribs, fractured them. The 
anterior sharp fragment of the fourth or of the fifth rib 
was evidently driven into the wall of the left ventricle, 
producing a complete perforation. A highly interesting 
point is that the sharp fragments neither perforated the 
pleura costalis nor the parietal layer of the pericardium. 
Only when the resistance of the firm wall of the ven- 
tricle was encountered, did a rupture or perforation 
occur, a hemorrhage took place and when the pericar- 
dium was completely filled, and the myocardium much 
2 This material has not yet been examined microscopically. 


compressed, the heart’s action came to a sudden stand- 
still. Death occurred from syncope. 

Anatomical diagnosis: Fracture of the second, fourth, 
and fifth ribs of the left side. Complete perforation of 
the wall of the left ventricle. Hemorrhage into the 
pericardium. Compression of the myocardium. Be- 
ginning tuberculosis of the apex of the right lung. 

Microscopic examination of the myocardium showed 
it to be perfectly normal. 

CasE No. 4. May 15, 1905. Antonia Ramos, 70 
years old, female Filipina, died May 13, 1905, at 3 P.M. 
Post-mortem examination 42 hours after death. This 
woman fell downstairs. She immediately went into 
collapse and died within fifteen minutes of the accident. 

Body of a medium-sized, quite fat woman, probably 
younger than 70 years old, perhaps 60. Post-mortem 
rigidity has disappeared, post-mortem lividity well 
marked and extensive over the dependent parts of the 
body. Putrefactive changes well advanced. A close 
inspection fails to show any signs of external violence; 
there are no signs of a contusion, the skin shows no 
areas of suggillation. On opening the body, the abdom- 
inal cavity presents nothing abnormal. In the tho- 
racic cavity, however, the pericardium is found distended 
and it contains a soft blood coagulum and hemorrhagic, 
dirty-brown fluid. A blood coagulum of the size of 
two fists is also found in the right pleural cavity. The 
anterior surface of the pericardium presents a slit 18 
mm. long. Its direction is from above downward, its 
margins are sharp cut, linear on the whole but here and 
there irregular and wavy; however, not serrated or 
fringed. Corresponding to this slit in the pericardium 
there is a perforation in the anterior wall of the right 
ventricle. It is almost immediately to the right of the 
interventricular septum and 8.5 cm. above the apex 
of the heart. It is 7 mm. long but not clean cut, rather 
irregular and with ragged margins. Its direction is 
oblique, being from above and to the left, to below and 


to the right. The perforation traverses the whole of the ~ 


myocardium, which is here less than 2 mm. thick. The 
exit of the perforation into the endocardium is about 
one half the size of its entrance at the outer surface of 
the myocardium. The heart as a whole is somewhat 
enlarged in its diameters; it measures from base to apex 
13.5 cm.; across at the broadest point, 9 cm., and it is 
7cm.thick. It weighs, including the arch of the aorta, 
380 grammes. ‘The walls of the left ventricle are thick- 
ened, but the myocardium here, as elsewhere, is very 
friable, flabby and soft, and of a grayish-yellowish dirty- 
pink color; it is porous and honeycombed, but this con- 
dition is evidently due to the action of gas forming 
bacilli and must be looked upon as a post-mortem 
change. The right ventricle is dilated; its wall, par- 
ticularly the anterior part, is very thin, measuring on 
an average only 2-3 mm. in diameter. The endocar- 
dium is smooth, the valves show no changes, but the 
right auriculo-ventricular opening is enlarged. The 
whole arch of the aorta is atheromatous and the intima 
covered with calcareous patches; the coronaries are 
likewise atheromatous. The lungs are normal. The 
osseous framework of the thorax is normal, none of the 
ribs are broken, but both of the tenth ribs are unusually 
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long and their free floating ends reach very much for- 
ward. ‘The tissues over the free end of the tenth rib of 
the right side are decidedly hyperemic; however, there 
is no break of continuity in this region. The spleen is 
very small, soft and mushy. The kidneys are small, 
slightly uneven, the capsules peel off with some diffi- 
culty. Other abdominal organs normal, putrefactive 
changes well advanced. The brain is of medium size 
(weight 1210 grammes), all the arteries at the base in 
an advanced stage of atheromatosis. 

Anatomical Diagnosis: Hypertrophy with concentric 
atrophy, fatty degeneration, and dilatation of the myo- 
cardium. Perforation of the myocardium and of the 
atrophic anterior wall of the right ventricle; hemor- 
rhage into the pericardium and into the left pleural 
cavity. Extensive atheromatosis of the aorta, of the 
coronary arteries, and of all of the vessels at the base of 
the brain. Atrophic interstitial nephritis of moderate 
degree. Abnormal length of both of the tenth ribs. 
Epicrisis. 

It is evident that in consequence of the fall, 
the free end of an unusually long and far forward 
reaching tenth rib perforated the pericardium 
and the atrophic degenerated myocardium, and 
led to the hemorrhage which became fatal 
inside of a short time after the accident had 
happened. 


RUPTURE OF THE LIVER DUE TO AN OBSTETRI- 
CAL PRACTICE IN THE PHILLIPINE ISLANDS 
It is a well-known fact that certain races have 

adopted peculiar practices to assist a parturi- 

ent woman during labor, in order to facilitate 
and hasten the expulsion of the child from the 
uterus. The North American Indians, for in- 
stance, place a woman in labor with her back 
against a tree; an old woman then stands 
behind the tree, reaches around the latter and 
the woman propped up against it, and makes 
violent compression over her abdominal region. 
The native Filipinos have a method which, 
while different in arrangement, is based upon 
the same principle. They place a folded piece 
of cloth, a long towel or something like it, above 
the bony pelvis, around the loins of the woman 
in labor, and then one or two persons with all 
their might make traction on the encircling 
bandage. That this method may, under spe- 
cial circumstances, lead to a good deal of harm, 
in fact to a fatal issue, is shown by the following 
case. Nothing is known about the clinical his- 
tory, except that Medical Inspector Dr. Shat- 
tuck was called, in February, 1906, to view the 
remains of a woman who had died quite sud- 
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denly during labor. The body was sent to the 
morgue, where a post-mortem examination was 
made. The following were the findings: 


ManitA, FEBRUARY 7, 1906, necropsy about 20 
hours after death. Cirilia, second name unknown, age 
unknown, a female Filipina from Malate, died February 
16, 1906, at 1:15 P.M. Cause of death, unknown. 
Body of a woman, about 35 years old, of medium size 
and fair nutrition. ‘The woman appears to be pregnant, 
at or near full term. She appears to be a primipara, 
because the abdominal wall does not present any striz. 
There are no external anomalies, but the labium majo- 
rum of the left side shows a pediculated fibroma of the 
size and of the shape of a large pear. A piece of cloth, 
in the form of a bandage, is tied around the upper part 
of the abdomen above the umbilicus. This bandage 
has been drawn so tightly that it has left a deep anular 
impression running around the abdomen and back. 
Post-mortem rigidity has almost disappeared. The 
post-mortem lividity is well advanced. On cutting 
through the skin the tissues are found to be very ane- 
mic, and on cutting through the peritoneum the upper 
part of the abdominal cavity is found to be full of clotted 
and fluid blood. An examination shows that this hem- 
orrhage has come from a ruptured liver. Further 
examination of the internal organs shows the following: 
The heart is exceedingly soft and flabby, grayish-yellow 
in color. The spleen is small, soft and friable, other- 
wise normal. Both kidneys show signs of fatty and 
parenchymatous degeneration. The liver is large, 
somewhat swollen, weighs 2280 grammes, is pale yellow 


in color and exceedingly soft and flabby, and so friable 
that on handling it, a rupture is produced on the upper 
surface of the left lobe. ‘The upper surface of the right 
lobe presents two deep lacerated perforations and the 
tissues here are suggillated with extravasated blood. It 
was at this place that clots of blood were found on opening 
the abdomen; they had to be removed in order to show the 


condition of the liver. Examination of the region of the 
liver and of the right thorax shows that the ruptures in 
the liver have been produced by the eleventh rib of the 
right side. It is possible that the outer one of the two 
perforations has been caused by the twelfth rib. The 
pleura over the external end of the eleventh rib shows a 
small area of blood extravasation. It is evident that 
when this rib was pressed against the liver, perforating 
the latter, there was enough force used to cause a slight 
hemorrhage of the pleura right over the end of this rib. 
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The uterus contains a female child nine months old or, 
at least, near full term, in breech presentation. The 
cervix is soft, somewhat hemorrhagic and admits two 
fingers. Evidently the first stage of labor had begun, 
but the membranes had not yet ruptured nor had de- 
tachment of the placenta taken place. The placenta 
itself is perfectly normal. All of the other organs, includ- 
ing the brain, are normal, but they are all profoundly 
anemic. The r1th and rath rib were removed and 
cleaned. The former, the.outer end of which presented 
a sharp point, measured 13.5 cm. in length, the latter, 
9 cm. 

Microscopic examination of the various organs, pieces 
of which had been fixed in Zenker’s solution and in 
osmic acid, shows the following: Liver: The protoplasm 
of the parenchyma cells is granular and finely vacuo- 
lated, the osmic acid preparations show numerous small 
dust-like black granules and round black granules, 
varying in size from a small coccus to about half the 
diameter of the cell nuclei. There are also seen black 
masses of the size of a liver parenchyma cell and even 
larger roundish bodies of this color; these are, of course, 
all the result of the profound fatty degeneration. The 
nuclei of the parenchyma cells are generally fairly well 
stained and many cells show two nuclei. The peri- 
portal interlobular connective tissue shows a slight but 
manifest increase. The renal epithelium shows ad- 
vanced cloudy swelling and fatty degeneration. In the 
spleen marked changes are not present, and malarial 
parasites are not found. The myocardial fibres are 
very indistinctly striated, vacuolated, and full of fat 
granules. The fibroma of the vulva is composed of 
loose cedematous, fibrous connective tissue; it contains 
numerous large vessels; this vascularity had probably 
developed during the period of gestation. 

Anatomical Diagnosis: Fatty degeneration of the 
heart and of the kidneys, and profound fatty degenera- 
tion of the liver. Perforation of the latter by the 11th 
rib, copious hemorrhage. Uterus gravis menses X. 

The anatomical and histological examination of this 
case plainly shows that this woman was in the first stage 
of labor, and that she was suffering from a profound 
fatty degeneration of the liver, which may perhaps have 
been the first stage of acute yellow atrophy. When the 
bandage was applied to assist in labor, as is habitually 
done among the natives, the force of the pressure was 
great enough to drive the sharp point of the eleventh 
tib into a very soft, flabby, fatty liver and cause a rup- 
ture and fatal hemorrhage. 
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In acute appendicitis the incision should be 
made, first, with reference to protecting as effect- 
ually as possible the peritoneum from the infectious 
material in and about the appendix; and, secondly, 
with reference to the most efficient possible drain- 
age. When it is evident that the general peritoneal 
cavity is invaded, I make the incision at the outer 
border of the right rectus. When there is a circum- 
scribed tumor, the cut is made to the median side 
of the mass if the case is early and removal of the 
appendix is planned; it is made directly over the 
mass, if simple drainage is intended. 

The muscle-splitting principle of McBurney is 
not applicable in acute appendicitis unless the 
infectious process is confined within the appendix, 
because it does not permit easy indefinite extension 
in case of need. The length of the cut depends 
upon the conditions found. It should be too long 
rather than too short; and, in any case, three or 
four inches in length at least. In a word, the cut 
should be long enough to fulfill the following re- 
quirements: 

I. Protection of peritoneal cavity. 

a. Efficient protection of the peritoneal cav- 
ity when clean ; 

b. Efficient limitation of the peritoneal cav- 
ity, even if infected, from additional 
infection ; 

c. Efficient soaking-up of exudates already 
existing. 

II. Easy and therefore quick demonstration and 
removal of the appendix, with the unmistakable 
recognition of all extensions of infection, and espe-, 
cially of contiguous or remote collections of pus. 

In acute appendicitis, therefore, I do not con- 
sider the question of short incision at all. In many 
cases of acute appendicitis, at its very inception, 
I have used a very short McBurney cut, which in 
the absence of all signs of infection outside the 
appendix, I have closed immediately. Relying too 
much on his diagnosis of a clean peritoneum and 
appendix, however, the surgeon will sooner or later 
overlook a beginning infection which drainage 
might have remedied. 


The rule is, to make the cut three or four 
inches long, and in such a direction and man- 
ner that enlargement is easy. In making the cut, 
my chief object is to get into the peritoneal cavity 
without breaking the recent adhesions about the 
appendix before I am ready with the gauze walling. 
When the first object is to drain an abscess, as in 
old and large tumors adherent to the abdominal 
wall, every effort is made to avoid the peritoneal 
cavity. When nicking of the peritoneum is followed 
by a spurt of fluid under pressure — and that fluid 
is turbid, purulent, fecal, or foul-smelling — the 
free peritoneal cavity is probably infected. The 
incision is then enlarged enough to permit the 
introduction, in all directions, of large gauze masses, 
especially in the dependent portions of the perito- 
neal cavity — the flanks and the pelvis. I regard 
this step as one of the greatest value, for during the 
other steps of the operation the gauzes become 
heavy with absorbed exudate, often drying effect- 
ively the peritoneal cavity. If the general exudate 
is large, the gauzes are changed from time to time 
during the operation. 

When on exposing the peritoneal cavity, the 
surgeon sees only a few drops of clear serum, or 
none at all, he may be quite sure that the general 
peritoneal cavity is not contaminated. Under 
these circumstances I arrange the gauze with refer- 
ence to the situation of the infected mass, from 
which I expect soon to separate a gangrenous 
appendix. Beginning with the pelvic end of the 
incision and protecting first that most important 
area, always filled with small intestine, I pack with 
gauze wicks until the infected area is separated on 
all sides from the peritoneal cavity by thick layers 
of gauze. 

Occasionally, while I have been packing the 
gauzes, the adhesions have separated, and the 
contiguous peritoneum has become immediately 
and extensively infected. Large masses of gauze 
are then substituted, as in general infections, for 
the smaller gauzes. 

The rupture of a confined exudate, before the 
gauze walling has been completed, is a misfortune 
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not always preventable even by the greatest care. 
When he rupture occurs, the contiguous coils are 
necessarily contaminated, and the contamination 
is more or less extensive. For all practical con- 
siderations the infection is a general one; but it is 
immediately controlled, as far as control is pos- 
sible by surgical methods. I have no doubt that 
such an infection adds seriously to the danger, and 
yet the mortality even in such cases is not large. 
The operator’s chief effort should be, however, to 
protect the pelvis, the median line, and the right 
hypochondrium by gauze barriers which are really 
efficient barriers. The amount of gauze used 
should be enough to absorb thoroughly all the 
fluids which come in contact with them. The 
amount of fluid likely to be set free when the sur- 
geon deliberately separates the adhesions about the 
appendix, may be gauged with much accuracy 
beforehand, and the amount of gauze may therefore 
be made adequate. In placing the gauze, great 
care must be taken to avoid dragging upon the 
coecum, omentum, ileum, or other structures which 
by recent adhesions are protecting the appendix, 
for the dry gauze will stick to these viscera and 
force them apart. The abdominal wall should be 
lifted and the gauze introduced without touching 
the adherent masses. For the same reason — lest 
the infected fluid be prematurely set free — the 
tumor about the appendix should not be investi- 


gated until the gauze has been carefully placed. 
When all is ready, and the assistant has at hand 
plenty of gauze, the surgeon separates the adherent 
coecum, omentum, or other structure, where it is 
attached to the anterior abdominal wall or to the 


iliac fossa. It is usually possible to see the best 
line of cleavage. The fingers will prove the 
easy separability of this line, and will pro- 
gress without opposition between finely granular 
peritoneum into a localized peritonitis. If there is 
much infected fluid about the appendix, this fluid 
will escape in small amounts through the passage 
made by the finger, and can be absorbed with 
gauze as fast as it escapes. 

The chief danger in acute appendicitis is surely 
that of general peritonitis. As I have said, the 
small intestines fill the pelvis and become immedi- 
ately bathed in whatever fluids may be in the right 
iliac fossa, unless these fluids are walled-off, as I 
have described, and unless, also, they are prevented 
from escaping with a rush and overwhelming the 
gauze barriers. In the last event, the barriers will 
interpose a more or less effective resistance to the 
spread of infection among the small intestines of 
the pelvis. The placing of the barriers prior to 
separation of the appendix is, I repeat, the master- 
stroke of technique in acute appendicitis. 
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Not that rupture of a localized peritonitis is 
necessarily fatal, or even that it always interferes 
seriously with convalescence, for I have seen 
patients do well in the hands of surgeons whose 
first act, after the incision, has been to separate the 
appendix with the fingers and stir the intestines 
about in the freed fluids;— whose effort seemed 
to be to make a thorough mixture of pus and 
bowels. I cannot but think that this course fails of 
disaster only because the bacterial element is mild, 
for in other cases the least contamination of the 
free peritoneal cavity is likely to be fatal. Indeed 
in certain infections, the abscess situated and 
drained extraperitoneally is, in many cases, fatal 
from septicaemia. 

In order to obviate the easy gravitation of pus 
into the pelvis, I use a moderate Trendelenburg 
position, just enough to keep the iliac fossa tipped a 
little toward the right hypochondrium, where infec- 
tions are much more easily controlled and therefore 
less fatal. The operator, having mopped up the 
fluids, with every effort directed against their 
escape in any direction except toward the opening 
in the abdominal wall, should next wipe dry the 
area which these fluids occupied, using small 
gauzes, first dry, then wet with 1-5000 corrosive 
sublimate or with peroxide of hydrogen, and finally 
dry. The gauze walling remains undisturbed, having 
been soiled only on the surfaces presenting toward 
the septic field. Just before rupturing the adhes- 
sions, I usually place a few additional gauzes which 
can be quickly removed without breaking the bar- 
rier. These I replace with fresh pieces of gauze. 
The appendix is next separated and delivered. If 
the appendix is hard to find, I take special care in 
cleaning the infected field. In searching for the 
appendix, and in following it up by separating more 
extensively its adhesions, I am careful to extend the 
gauze walling. The mistake made at this period — 
that of extensive search in a blind case — is in not 
enlarging the incision enough to permit easy search 
and efficient protection. I do not let considera- 
tions of scar influence me in the least when, by too 
short a cut, search may be impeded or walling 
made inadequate. It isa question of life, and not 
one of ventral hernia. 

When the appendix has been delivered, my first 
care is to see that its situation is thoroughly cleansed, 
for its tip may have been free and its separation 
may have exposed fresh peritoneal areas to infec- 
tion. ‘This is particularly true when the appendix 
is perforated near its base and its tip is in the depth 
of the pelvis or far over to the left among the small 
intestines. In some cases the perforation will be 
so situated in an appendix of large lumen that 
liquid contents of the coecum with gas will escape 
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freely. It is essential to stop this hole as soon as 
it is discovered. I, therefore, in such cases, put a 
ligature about the appendix before cleaning and 
drying the contaminated area. 

In very rare instances the perforation will involve 
the ccecal wall, so that it cannot be closed by a 
ligature. The appendix is then cut off close to the 
coecum, with or without ligation; and the escape 
of fecal contents is checked by the finger or by a 
piece of gauze. The opening in the ccoecum is 
then closed by inverting the bowel wall and sutur- 
ing it in the manner most convenient and therefore 
quickest. When the opening has been efficiently 
closed, I proceed to clean afresh the contaminated 
areas, wiping with dry gauze, with gauze moistened 
with bichloride (1-5000), hydrogen peroxide, etc., 
and then packing in again dry gauze. The hole 
in the coecum is now inspected again, and rein- 
forced, if necessary, with additional sutures. In the 
suturing of the diseased coecum, difficulty will be 
met because of the thickened, stiffened, and friable 
coecal wall. It will sometimes be hard to depress 
and invert the wall because of thickness; to bring 
together the opposing surfaces on account of 
slipperiness ; and to keep them together on account 
of friability, as the sutures cut out owing to the 
tension requisite to bring the surfaces together. I 
use fine chromicized catgut for this suture; some- 
times silk. There is no objection to silk in these 
septic cases, because it is cast off long before the 
wound is healed. Catgut, however, works as well, 
and is taken care of by the wound. 

When the appendix can be ligated at its base, 
well above the disease, I tie it off with chromicized 
catgut, without making any attempt at burying or 
otherwise disposing of the stump. In those rare 
acute cases in which I feel safe in closing the ab- 
dominal wound, I bury the stump in the ceecal 
wall, just as in chronic aseptic cases. 

The gauze with which the field was packed after 
evacuation of the septic area and delivery of the 
appendix, is now removed. This area may be 
again inspected as before. I now place in contact 
with the appendix stump a small gauze wick, pro- 
tected by smooth, impervious material except at 
the end, where the gauze is bare. When there has 
been a deep pelvic infection, I place in the depths 
of the pelvis, between the rectum and the bladder, 
a second wick, taking great care that the small 
intestines are not kinked in faulty position and 
held there by the wick. In very extensive localized 
infections, I use bare gauze wicks which will absorb 
throughout their whole length. 

The original walling, which from the beginning 
of the operation has remained undisturbed, is now 
slowly withdrawn; and great care is taken not to 


ACUTE AND IN CHRONIC CASES 747 
drag into the septic field the non-adherent in- 
testines. The intestines are allowed to take what- 
ever position they of themselves spontaneously 
assume. Care is taken that the wicks do not kink 
them where they will form obstructive adhesions. 

The wound is now closed above or below — or 
above and below —the wicks. I use through-and- 
through silkworm-gut, with buried chromicized 
catgut. 

A large dry gauze dressing is placed over the 
wound and kept tightly in place by a broad swathe. 

In most cases the wicks pour into the dressings 
thin fluid tinged with blood. I welcome an abun- 
dant discharge of this kind, and provide frequent 
changes of dry gauze. The wicks are removed in 
three or four days, and especial care is taken not 
to use too great force. I never use drainage tubes, 
for fear of pressure perforation of the intestines. 

After the original operation, it takes much evi- 
dence to induce me to reopen the wound. I have 
seen cases that were doing extremely well except 
for a slight rise in temperature and pulse, made 
worse by what I cannot but call meddlesome inter- 
ference. Once an adequate outlet is provided, 
Nature can be trusted to complete the healing. 
When there is definite and unmistakable evidence 
of secondary abscess, or of inadequate drainage, 
then it is time enough to intervene. 

In general peritonitis of appendicular origin, my 
present custom is to remove at the time of operation 
as much of the exudate as possible, and to provide 
means of facilitating drainage. I have been 
through all kinds of experiences, from simple 
incision of an abdomen bursting with pus, to the 
doubtful infections of an early perforation. I have 
seen at the Massachusetts General Hospital a 
great variety of practice, original and copied. I 
have employed, one after another, simple incision 
with permanent drainage; careful mechanical 


wiping with and without irrigation; extensive 


packing with large gauze masses; extensive drain- 
age with wicks —all through a single incision; 
multiple incisions with large packing, and with 
small, and with multiple wicking; constant irriga- 
tion through multiple incisions and _ through 
single; all methods of irrigation and many different 
solutions. I have treated general peritonitis of 
appendicular origin with no operation, following 
as nearly as I knew Ochsner’s method. The result 
of all this experience, in hundreds of cases of my 
own and in thousands of cases at the Massachusetts 
General Hospital, is, in my practice, as follows: 
The incision is made over the appendix along 
the outer border of the rectus. It is at first three 
or four inches in length. Later it may be extended 
upward and downward as the exigencies of the 
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lesion indicate. The moment the peritoneum is 
incised, the extent and nature of the process may 
be inferred with reasonable accuracy. If there is 
an abundant free exudate, whether it shows the 
gross signs of bacterial infection or not, care must 
be taken to remove this exudate at thoroughly as 
possible before searching for the appendix. I 
extend the incision sufficiently to put above, below, 
and toward the left, plenty of gauze masses, for the 
purpose not only of absorbing the fluids but of 
protecting the intestines from further and _ per- 
haps more virulent contamination — or, should the 
exudate prove sterile, from any contamination 
whatever. In a word, I employ the same tech- 
nique as that already described, except that the 
main purpose is immediate absorption, and the 
secondary, protection. Ifthe fluids soak thoroughly 
the gauze masses, these are replaced by dry. It is 
well, in placing the large gauzes, to have a portion 
of them at least in the right flank and in the pelvis. 
It is hardly practicable or advisable at this time to 
thrust the gauze so far as the left flank. The 
position of the appendix is now located by the 
most careful digital search for limiting adhesions, 
if any exist. In many cases of general peritonitis 
there will be no such adhesions, but the appendix 
will be floating free among the small intestines. 
In other cases the appendix will be in the midst of 
recent adhesions, some of which have given way. 
At other times there will be a half-emptied abscess. 
Be these things as they may, the appendix is next 
delivered from its surroundings, whether adherent 
or not; and the entire procedure is accompanied 
by as careful control as possible of the liberated 
fluids, if any there are. The appendix and stump 
are treated as in acute appendicitis with general 
infection. The gauzes, heavy with absorbed 
fluids, are now removed and fresh ones are sub- 
stituted. Gauze may now be packed in all direc- 
tions — in both flanks, in the pelvis between the 
folds of the mesentery. This manner of removing 
the results of general peritoneal infection should 
be continued while the steps essential to the opera- 
tion are being taken, until closure of the wound 
makes the final removal of the gauze necessary. 
I use uncovered gauze wicks for drainage — one 
at the appendix stump, one or two in the pelvis, 
and one in the right flank. Sometimes I place one 
in the centre, among the folds of small intestine 
and mesentery. If additional wicking should 
appear desirable in distant parts of the abdomen, I 
prefer additional openings,— in the left flank, the 
left lower quadrant, or the right flank. 

When the intestines are paralyzed, I sometimes 
open the colon and drain through a tube, using the 
Mixter tube for that purpose. I do not think 
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colostomy of great value. When peritonitis is 
beginning, it is not necessary; when peritonitis is 
fully established, it does little if any good; when 
there is complete intestinal stasis, it drains only the 
presenting paralyzed coil. I have used the 
colostomy for the injection of salts and other solu- 
tions and for free irrrigation. At the present time I 
seldom, if ever, use the method. The subsequent 
treatment of general peritonitis consists in attempts 
to empty the bowels by enemata, massage, calomel, 
and other cathartics. In regurgitant vomiting, I 
wash out the stomach, and keep up the strength 
as much as possible by rectal feeding. I have at 
times used the postural treatment of the late Dr. 
Fowler. 

Improvement in the results of operation for gen- 
eral peritonitis lies chiefly along the lines mapped 
out in the very beginning — namely, those of early 
diagnosis and early operation. I see to-day little 
improvement in results by any method of treatment, 
if the task is undertaken after distention has over- 
come rigidity, when through intestinal paralysis 
there are no evacuations downward, and when — 
worst of all—there is constant regurgitation of dark 
fluid from the stomach, duodenum, and ileum. 

In the earlier attacks, on the contrary, I see 
by present methods a very great improvement in 
results. When there is rigidity and tenderness, 
without distention, before the bowels have become 
paralyzed or vomiting regurgitant, the mortality 
has become enormously reduced. 

In the treatment of localized abscess, my custom 
is simply to drain, unless it is clearly feasible to 
remove the appendix without too extensive manip- 
ulation and too great danger of spreading the infec- 
tion. The walled-off abscess which I drain is an 
abscess of two or three or more weeks’ duration. 
The adhesions are so firm that they cannot be easily 
separated by the fingers. The appendix is buried 
out of sight, and its separation demands an instru- 
mental dissection. 

The field is necessarily contaminated by abun- 
dant pus and blood. Often the appendix has dis- 
appeared entirely, and is sometimes found as a 
soft slough, usually escaping with the evacuation 
of pus. If the abscess is small and not adherent 
to the abdominal wall, I carry out the plan already 
described ; if it is adherent to the abdominal wall, 
I always content myself with drainage; if the 
abscess is large and extra-peritoneal drainage is 
practicable, I always drain, sometimes even through 
the rectum without making any search for the 
appendix. 

The pus escaping from a large abscess should be 
collected in a basin, or allowed to strain through 
gauze, where any sloughs will be shown. These 
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sloughs should be floated out in water, because 
there may be remains of a sphacelated appendix, 
the discovery of which will make further search 
unnecessary. 

After complete recovery from the operation of 
simple drainage, the patient may be advised to 
submit to removal of the appendix, especially if 
there is the least weakness of the scar, or if there 
are any symptoms of discomfort. 

In my earlier experience, when I drained much 
more frequently than I do now, without removal of 
the appendix, I found not a few cases in which a 
second and severe attack followed. In one or 
two instances the second attack was, I am told, 
fatal. The idea that the appendix is usually cast 
off with the pus is erroneous, though there is no 
doubt that this is sometimes the case. The appen- 
dix removed in the early hours of the attack is in 
many cases so evidently necrotic throughout, that 
its total sphacelation, should an abscess form and 
the patient live, is inevitable. I do not know what 
percentage of appendices are in my cases thus 
totally gangrenous, but it is a considerable one. 

When, deeply situated in the pelvis, there is an 
extensive abscess which can evidently be drained 
through the abdomen only with difficulty, but 
through the rectum with ease, it seems to me com- 
mon sense to drain through the rectum. Most if 
not all patients thus drained recover, and safe re- 
I would 


moval of the cause is then possible later. 
not thus drain an abscess which could be as safely 
drained through the abdominal wall. 

In chronic appendicitis in the history of which 
there has deen no sepsis, and in which no tumor can 
be felt — in which there is good reason to suppose 
that the appendix is free — I make a short, muscle- 


splitting incision. When there has been, in the 
previous attacks, undoubted sepsis and localized 
peritonitis, I make an incision along or through the 
right border of the right rectus. It is simply a 
question of easy elongation of the incision. 

When the appendix is found buried in a mass of 
adhesions, the gauze walling is employed as already 
described in acute appendicitis without general 
peritonitis, for in not a few cases pus will be found, 
even if there is no constitutional evidence of its 
presence. The appendix is treated as in acute 
appendicitis. When there is any suspicion of 
infection, I always use a small protected gauze 
wick, which I remove at the end of one, two, or 
three days. When the appendix is intact, whether 
buried in adhesions or freely movable, I tie it 
near the coecum; then tie and cut its mesentery. 
The appendix is next burned off with the plat- 
inum cautery near the ligature; its stump is de- 
pressed into the coecal wall and held there with 
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a pursestring suture or interruped sutures of tine 
silk. 

In many, if not most, cases of appendectomy in 
the period of health, the appendix is removed not 
because there has been a severe and unmistakable 
attack with perforation and localized peritonitis 
(for such cases, in this community, at least, demand 
and receive operation in the acute stage), but 
because there have been numerous attacks of 
appendicular pain, mild in character and brief in 
duration, with evanescent but unmistakable tender- 
ness — all of which symptoms are usually unattend- 
ed by constitutional disturbances. In some cases, 
as the operation demonstrates, the interior of the 
appendix will be found affected, often distended 
with pus, without involvement of the appendicular 
wall. 

The probability of there being no infection of the 
peritoneal wall — of there being, in fact, only slight 
changes in the appendix and those all internal — 
can, I think, be accurately determined beforehand 
by the experienced observer. When such a condi- 
tion is probably present, I make a very short 
incision. 

In removing the appendix in health, we are 
striving for absolute safety as to both immediate 
and remote results. We are dealing in the fraction 
of one per cent of mortality. We must consider, 
therefore, complications of the rarest and most 
inexplicable sort, as well as those of the commonest 
and plainest. The length and kind of incision 
acquires, therefore, a considerable importance. 

The advantages of a short, intermuscular incision 
seem to me so obvious that they need hardly be 
mentioned. There is, first, the avoidance of expos 
ure, and therefore a lessening of the chances of 
infection, if the bowel is not drawn out of the incis- 
ion and kept there throughout the steps of tying-off 
and removing the appendix and of burying the 
stump. Indeed, in the model operation nothing 
whatever is withdrawn from the abdominal cavity 
except the appendix itself and enough of the coecum 
to permit treatment of the stump. 

Secondly, the short, intermuscular incision makes 
the liability to hernia excessively small. It is, in 
deed, hard to conceive of a hernia through the scar 
of this incision. 

The disadvantage of the short cut lies, first, in 
increased technical difficulties of finding and re- 
moving the appendix; and secondly, in the limited 
opportunities for digital examination of the abdom- 
inal viscera. The first disadvantage is a serious 
one, and the short incision should not be attempted 
except by the skilled operator. Moreover, the short 
incision should not be used in the later steps if 
the least difficulty is met with. 
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The second disadvantage is common to all inci- 
sions which do not admit the hand, or at least the 
four fingers. It is in my judgment unjustifiable to 
make a cut long enough to admit the hand unless 
there is serious doubt as to the diagnosis, in which 
case the cut should be made in the median line. 
My practice varies with the thinness of the abdom- 
inal wall, the perceptibility and probable mobility 
of the appendix, and with the sex. 

When the abdominal wall is thin, I make a cut 
that is absurdly short, but long enough to open the 
abdomen by the McBurney method, and with the 
patient in a very moderate Trendelenburg position, 
long enough for inspection of the right iliac fossa. 
My assistant is ready with the toothless forceps to 
grasp the appendix when it is brought into view 
by my manipulations with narrow retractor and 
‘*pusher’’ (a blunt instrument used for returning 
intestines to the peritoneal cavity through short 
incisions, hernial rings, etc.). 

If the appendix is not seen and grasped, the 
coecum is caught between thumb, fingers, and 
gauze, and withdrawn. If with the coecum the 


appendix base can be easily delivered, a silk suture 
is applied about the appendix close to the coecum, 
which is itself then returned to the peritoneal cavity, 
with the appendix if necessary. The appendix base 
is next pulled out of the wound by means of suture 
ends, which were for this purpose left long. The 


whole appendix follows, and is easily delivered, 
with its mesentery. Nothing is now exposed to the 
air except the appendix and a part of the coecum. 
The meso-appendix is tied, usually with silk, in 
sections, the appendix is burned off close to the 
ligature, and the stump is depressed and buried in 
the coecal wall. The time of exposure is generally 
less than fifteen minutes, including suture of the 
wound. 

The error in this method consists in trying to find 
and remove an appendix so deeply situated and so 
firmly attached that it cannot easily be delivered. 
The experienced operator will enlarge the incision 
the moment it becomes evident that the manipula- 
tions will be other than of the easiest possible sort. 

If the the appendix is adherent, as shown by the 
finger (this incision will barely admit one finger, 
and often not beyond the second joint); if traction 
on the caput ceeci is not followed by delivery of the 
base at least of the appendix; if the base having 
been delivered and tied, the rest of the appendix 
hangs back with its mesentery — it is folly to proceed 
without enlarging sufficiently the incision. 

When there is a perceptible mass, I make a right 
rectus incision ; so also when there is a suspicion of 
right salpingitis or ovarian disease; and so, finally, 
when there is any suspicion of gallstones. If, for 
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example, there is reason to suspect gallstones, as 
there is when the symptoms are high up in the 
right side, I make a rectus incision halfway between 
the gall-bladder and McBurney’s point, so that 
the cut may be enlarged upward or downward, 
as the digital demonstration may indicate. In 
such cases the original cut is necessarily long 
enough to permit the accurate determination of 
the lesion. 

If too short incisions are for any reason to be 
condemned, so are those that are too long. I see 
occasionally the scars of ‘‘interval’’ operations 
that are six or eight inches long. As it seems to 
me, such length of cut is not needed, even by the 
tyro. On the other hand, the short incisions 
made by the technique which I have been asked to 
describe, are never to be used by the inexperienced 
surgeon. In the hands of those who have used a 
gradually shortened cut, this method of procedure 
is one of great value to the patient. I cannot view 
with complacency extensive exposure of intestines 
in a bloody field; for I gauge the dangers in clean 
operations largely by the chance of infection from 
the air, the breath, the scalp, the perspiration, and 
other possible sources. Admitting always the 
minuteness of the danger, I can nevertheless, in 
imagination, conjure up risks in an operation when 
there has been no exposure beyond that of a small 
portion of the coecum with the appendix. 

In many cases the appendix will be embedded in 
an inflammatory mass. Probably most operators 
have found out for themselves how the appendix 
may be teased out of such a mass, by leaving be- 
hind the adherent peritoneum, as the muscular and 
mucous layers are unsheathed from the mass. 
This method of dealing with an appendix, used 
now for many years at the Massachusetts General 
Hospital, obviates the extensive and bloody dissec- 
tions necessary to separation of peritoneal surfaces 
from peritoneal. 

In all operations on the appendix I take the 
greatest care to have absolute hemostasis, not only 
because I have known of deaths from hemorrhage, 
but because blood is so fertile a soil for infection. 

In all clean cases I sew the abdominal wound 
with through-and-through silkworm-gut sutures 
and buried silk. The silkworm-gut sutures are 
first applied. These are held taut by an assistant, 
lest, while the buried sutures are being applied, a 
piece of intestine or a bit of omentum get entangled 
in the intra-abdominal loops. In septic cases I use 
chromicized catgut or other slowly absorbable lig- 
ature, for in my opinion simple catgut is too 
quickly absorbed to withstand safely the occasional 
coughing, sneezing, and vomiting to which every 
convalescent is liable. 
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One of the most valuable assets in the equip- 
ment of the obstetric physician is the skill to treat 
successfully the flooding of the parturient patient. 
This ability is especially noticeable when, without 
apparent warning, such a profuse hemorrhage 
occurs as may result fatally to the mother unless 
immediately arrested. While the severe form of 
postpartum hemorrhage is fortunately becoming 
more rare, due to the greater skill in prophylaxis, 
nearly every physician can recall cases whose un- 
satisfactory termination testifies to the seriousness 
of this complication in its graver forms. In spite 
of the great ‘‘respect” of many physicians for this 
béte noir, the treatment or postpartum hemorrhage 
in the hands of obstetricians has robbed it of its ter- 
rors, and but relatively few patients are lost there- 
by. In fact, the two principal complications, from 
the specialist’s point of view, are rupture of the 
uterus, and septic infection. Postpartum hemor- 
rhage has been relegated to that class of cases which 
is largely preventable, and under skillful and imme- 
diate treatment will yield satisfactory results. In 
the true type of postpartum hemorrhage the mother 
possesses at the beginning of the bleeding nearly all 
the blood that she did at the commencement of 
labor, and is in a great deal better condition to with- 
stand the loss of blood than if her vitality had been 
already seriously drained because of a premature 
separation of the placenta, or a placenta previa, in 
which cases considerable hemorrhage would result 
from justifiable efforts to save the child’s life. The 
fact that every practitioner meets with more cases 
of bleeding in his early years of practice proves in 
great measure the value of prophylaxis in this con- 
dition, and we will find that the medical attendant 
who is conscientious and careful in his manage- 
ment of the three stages of labor, will rarely be 
called upon to treat severe cases of postpartum 
hemorrhage in his private practice. 

Not much can be done in the later weeks of preg- 
nancy to guard against bleeding in labor, except to 
build up the general strength of the patient, and to 
fortify her vitality against any and all of the ob- 
stetric complications. ‘The amount of blood is nor- 
mally increased during pregnancy, to compensate 
for an expected loss, and the fibrin element is in- 
creased to guard against an undue hemorrhage. 
This clotting power of the blood may be increased 


by the administration of calcium chloride in small 
doses, and by the ingestion of gelatine in the form of 
pudding two or three times daily for six or eight 
weeks prior to the onset of labor. This treatment 
may be given to hemaphilics or in patients who may 
have a history of bleeding in previous labors. A 
peculiarity of hemaphilics often consists in a min- 
imum loss of blood during labor, when the past his- 
tory has been provocative of great misgivings. In 
one personal case, with a history of two former 
floodings, scarcely six ounces of blood were lost. 

If the patient gives a history and presents evi- 
dences of an endometritis before the advent of preg- 
nancy, we may lessen the liability of adherent pla- 
centa by an efficient curettage, which operation 
may be repeated once or twice, and by the adminis- 
tration of the bichloride of mercury; but, if preg- 
nancy occurs before a cure is effected, we must be 
on our guard during labor for this common cause 
of postpartum hemorrhage. The presence of 
tumors, such as fibroids or carcinoma, in the 
uterine wall, which interfere with muscular retrac- 
tion, or adhesions or malpositions of the uterus, 
especially due to a former anterior hysteror- 
rhaphy, will naturally predispose to flooding. We 
should endeavor to rectify all the diseases or 
defects in a patient’s system that have a tendency 
to complicate the delivery or the lying-in period. 
Pregnancy nearly always magnifies these defects 
and calls our attention to their presence in a not 
uncertain way, and a careful study and judicious 
treatment of the patient’s condition up to the advent 
of labor will well repay the effort, not only in the 
prophylaxis of hemorrhage, but of many other 
complications as well. 

As labor occurs, the efforts of the attendant are 
directed toward maintaining a normal standard of 
labor by preventing, as far as possible, all the com- 
plications, and in terminating the delivery before 
the mother or baby become exhausted. A very 
important point in prophylaxis is the normal dura- 
tion oflabor. It is true that labor is not a phenom- 
enon that is to be measured by the tick of a watch 
or the hands of a clock. What may be normal for 
one patient may be too long or too short for another. 
The indication for hastening or retarding the 
accouchement must always be the physical condi- 
tion of the mother and child, and the ability of the 
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one to deliver the other without danger to the 
health or life of either. The skillful observer will 
diagnose, at an early period of time, the inability 
of the mother to effect a spontaneous delivery, and 
will interfere at once, for any further delay is borne 
at the expense of both patients. It goes without 
saying that each minute of the second stage of labor 
taxes the vitality of the mother to a certain extent, 
and this is especially to be avoided when her 
strength is beginning to weaken. 

If an arbitrary estimate of the length of a normal 
second stage were to be made we would say that the 
best efforts of the uterus are expended during the 
first three and a half hours in a primipara, and two 
and a half hours if the mother is a multipara, and 
that during this time watchful expectancy should 
be the rule unless some indication arises calling for 
the rapid termination of labor. A prolonged sec- 
ond stage is a frequent cause of atony of the uterus 
and is to be avoided under all cricumstances. 

While a major portion of the strength of the uter- 
ine muscle is expended in effecting delivery, con- 
siderable force is also necessary to obtain firm 
contraction and retraction postpartum, and this 
reserve should not be needlessly drawn upon. It 
is, therefore, necessary in all labors to correct 
any malpresentation or malposition, to obtain the 
proper mechanism in the given case, to avoid com- 
plications as far as possible, to operate at the right 
time and in the right way if interference is called 
for, and throughout the entire period, to sustain the 
patient’s strength and vitality. 

The liability of postpartum hemorrhage begins 
at the moment of delivery, when the uterus puts 
forth its final effort to expell the foetus from the 
birth-canal. It is rare, however, to see much 
bleeding immediately after delivery, except from 
lacerations of the maternal soft parts. At this 
time, the placenta is everywhere adherent to the 
placental site, and hemorrhage from that source 
is impossible. This period of watchful expectancy 
enables the attendant to again inspect his appara- 
_ tus and to supply any deficiency therein. After 
delivery, the patient should lie in the dorsal posi- 
tion, and the sterile gloved hand should be placed 
over the fundus, a sterile towel having been pre- 
viously placed over the abdomen, with the fingers 
posteriorly, and the thumb anterior to the uterus. 
The fundus at this time lies near the level of the 
umbilicus, and if good contractions are present the 
outlines are distinct. While in all cases of uterine 
relaxation with hemorrhage the outlines are indis- 
tinct, the uterus was firmly contracted at the 
moment of delivery, and at that time the external 
hand could outline its contour. Subsequent to 
this primary condition, the uterus may relax and be 
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lost in the abdominal cavity. During the early 
part of the third stage, the hand should merely rest 
over the fundus and keep watch of the uterine out- 
line. Massage is contra-indicated. This time is 
valuable, because the uterine sinuses are being 
filled with blood-clots that become firmer the longer 
the process is allowed to continue without being 
interrupted. Massage at this time serves to loosen 
the clots from the sinus walls, and favors their 
expulsion later with resulting free bleeding. Mas- 
sage of the fundus of the uterus easily excites con- 
traction, and placental separation begins to occur. 
When the placenta is separated from the uterine 
wall, the fundus rises in the abdomen from four to 
six centimetres, and after complete expulsion 
reaches from ten to fifteen centimetres above the 
symphysis pubis. This primary rise of the uterus, 
due to the expulsion of the placenta into the lower 
uterine segment or lower parturient canal, should 
not be hindered nor interfered with, as it is purely 
a physiological process. This condition is to be 
differentiated from the rise of the uterus from 
retained placenta and internal hemorrhage, by the 
advance of the funis at the outlet and by the differ- 
ence in the outline of the fundus. In the normal 
process the outlines are distinct, the uterus is flat- 
tened from before backward, and the organ tends 
to resume its triangular form; while in the pres- 
ence of hemorrhage the outlines are more indistinct, 
the form is globular, and the walls are less firmly 
contracted. 

After the cord has been divided, an examination 
of the lower birth-canal can be made while await- 
ing placental expulsion. Lacerations of the peri- 
neum, if small, may be sutured at this time, but 
the sutures are left untied until after the placenta 
is removed. Lacerations of the vaginal walls, 
especially if posterior, may bleed moderately; also 
tears around the clitoris and urethra. These may 
be controlled by sutures. Hemorrhage from lacer- 
ations of the cervix and lower vaginal tract are 
easily diagnosed by appearing while the placenta 
is still adherent, as well as later, so that the first 
bleeding that occurs within ten or fifteen minutes 
postpartum comes from tears of the maternal soft 
parts, in the great majority of cases. 

Tears of the cervix may extend so deep as to 
reach the base of the broad ligament and involve 
the uterine artery. These deep tears are rare, and 
are usually caused by a forced extraction when the 
cervix has not been fully dilated or effaced. In 
some cases, it may be possible to palpate the uter- 
ine artery almost stripped from its surrounding 
tissues. Hemorrhage from cervical lacerations 
can be diagnosed from that coming from the uter- 
ine cavity, by its appearance externally while the 
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Author’s method of arresting sudden postpartum hem- 
orrhage. 


uterine body is firmly contracted, while in the latter 
case, the bleeding appears internally only during 
relaxation of the muscular fibres and is then ex- 
pelled by the contraction. After the contraction 
has emptied the cavity, no further blood is lost until 
relaxation takes place. The degree of hemorrhage 
from cervical tears depends upon the extent of the 
injury, and also the proximity of the placenta. In 
placenta previa, by reason of the presence of the 
large, open uterine sinuses, a moderate laceration 
might cause serious hemorrhage. The usual 
treatment of lacerations of the cervix of any extent 
is by suture. If a large artery is severed, it is prac- 
tically impossible to secure both ends of it by a 
ligature, because of the tumified condition of the 
tissues and the retraction of the vessel walls. The 
best we do is to suture the edges of the tear together 
and trust to a compression of the vessel walls by 
the surrounding tissues. If the arterial tension is 
high, there is danger of a hematona forming in the 
parametrial tissues, especially the broad ligament, 
which may rise as high as the navel. The vis a 
tergo forces the blood out into the loose connective 
tissue since its escape externally is prevented by the 
sutured cervix. In many cases, therefore, better 
results in cervical tears may be obtained by tam- 
ponade. 
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The treatment of hemorrhage from rupture of 
the uterus is included in the treatment of the rup- 
ture itself. The source of the hemorrhage is from 
the placental site and the injury itself, and is, 
according to Eversmann, identical with postpartum 
hemorrhage after the delivery of the foetus. In 
only about twelve to fifteen per cent of the cases 
does the blood come from the uterine artery. 
After the foetus is extracted, through the natural 
passages if possible, the bleeding vessels are clamp- 
ed if the tear is low and easily accessible. Other- 
wise tamponade of the tear is to be performed at 
once. If the parametrium is opened, it should be 
tamponed also. In anterior tears, the uterus may 
be forciby anteflexed against the os pubis, and a 
vaginal tampon inserted. In posterior tears, fixa- 
tion in retroflexion is a valuable procedure. If 
tamponade fails to act properly, laparotomy may 
save the patient’s life. 

A question of importance is: How long should we 
wait for the spontaneous expulsion of the placenta ? 
It is apparent to all that, unless adherent to the 
uterine wall, we should wait until it has been 
expelled into the lower uterine segment or vaginal 
tract, providing no hemorrhage occurs. It is use- 
less to wait for a complete spontaneous expulsion 
when the placenta lies practically outside of the 
uterine cavity. Ahlfeld advises watchful expec- 
tancy for at least one hour and a half postpartum, 
and claims that in eighty per cent of cases the pla- 
centa will be expelled spontaneously, while in the 
remainder early expression is necessary. The 
patient lies on her back with the limbs adducted, 
and sterile wadding, placed under the hips, absorbs 
the hemorrhage. This pad is inspected at fre- 
quent intervals. The hand is applied to the fundus 
externally to control any marked relaxation. The 
placenta is here used as a tampon to prevent hem- 
orrhage, and to a slight extent to prevent entrance 
of micro-organisms. 

The method that is more generally used, and one 
that is just as effective as Ahlfeld’s in preventing 
hemorrhage, is the Credé expression. This meth- 
od should not be used, in the absence of hemor- 
rhage, until the placenta has been separated. 
Credé’s expression is intended primarily to expel 
a separated placenta into the world, and not to 
separate it from the uterine wall. If the placenta 
is adherent, a few attempts are advisable before 
resorting to manual removal. The great majority 


of placente separate in the first half hour, as is 
shown by the rise of the fundus and the advance 
of the cord. Shauta found, in a series of one hun- 
dred cases, the placenta to be lying in the vagina 
after waiting from twenty to thirty minutes in 
ninety-nine. It is, therefore, good practice, in the 
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absence of hemorrhage, to wait half an hour for 
placental separation, and then perform early ex- 
pression or the Credé operation. If a partial sepa- 
ration occurs with hemorrhage, an early expression 
is to be attempted. A contraction of the uterus is 
best obtained by circular massage of the fundus. 
When contraction results, an attempt may be made 
to expel the placenta. If unsuccessful, the pro- 
cess may be repeated every four or five minutes, for 
atime. Ifsevere hemorrhage ensues, an immediate 
manual removal of the placenta membranes and 
blood-clots is indicated. 

Another cause of postpartum hemorrhage from 
the placental site is atony uteri. Ahlfeld claims 
that atony uteri is a rare cause, and that the fre- 
quent cause is a partially detached placenta: 
while, on the other hand, Schauta and Bumm claim 
that atony uteri is the most frequent factor. We 
may expect this condition in precipitate labors, in 
rapid deliveries where the foetus is extracted from 
the uterine cavity in a very short time, in multiple 
pregnancy, in hydramnion as well as in a too early 
placental expression. After delivery of the foetus, 
the sinuses and vessels remain open and relaxed, 
and serious hemorrhage occurs. In other cases, 
the uterus may contract well for a time but subse- 
quently relaxes with free bleeding. 

The diagnosis of this condition can be made exter- 
nally by the hand lying on the uterus. In uterine 
relaxation, the outline is indistinct and it may be 
difficult to distinguish the organ from the other ab- 
dominal viscera. At times, during the contraction, 
the outline becomes distinct but as relaxation comes 
on its definition is again difficult. If, on the other 
hand, hemorrhage occurs when the uterus is hard 
and well contracted, with its outline distinct, and its 
size and form normal, atony uteri can be excluded 
and some other cause for the hemorrhage investi- 
gated. 

At times the entire uterine wall may be firmly 
contracted but the placental site is found to be 
relaxed. In favorable cases, a hollow or indentation 
may be felt in the uterine wall over the placental 
site. This “paralysis of the placental site” is 
caused by the great development of sinuses and 
vessels in a portion of the uterine wall where the 
musculature is weak or poorly developed. 

Another form of hemorrhage may be met with 
in cases where the uterine cavity is filled with 
blood-clots. The placenta with its membranes has 
usually been completely expelled. Externally, the 
uterus reaches a little higher in the abdomen on 
account of the contained clots. The organ is felt 
to contract and relax alternately, but it is notice- 
able that the walls are not as firm as they normally 
should be during a contraction. A small stream 
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of blood flows externally. The peculiarity of this 
hemorrhage is its persistency, frequently lasting 
for three or four hours unless treated, and conse- 
quently draining the patient’s strength. The 
uterus is unable to close down its sinuses and ves- 
sels because of the presence of blood-clots, and 
hence the indication is to clear out the uterus and 
further hemorrhage will be avoided. 

Still another form of hemorrhage, which is fort- 
unately rare, is due to a sclerosis of the uterine ves- 
sels preventing retraction of the muscular wails. 
It is a well known fact that sclerosis of the vessels 
can occur at this period of life, even from twenty to 
thirty years of age, and is frequently associated 
with nephritis. In such cases a severe hemorrhage 
can occur while the uterine walls are firmly con- 
tracted. A uterus of this character is recognized at 
post-mortem by its rigidity and the gritty feeling 
when cut with a scalpel. While these cases are 
rare, they should be kept in mind in obscure cases 
of hemorrhage. 

The mere fact that we are uncertain in a given 
case, how much blood a woman can lose in labor 
without detriment to herself, places her medical 
attendant under obligation to save as much blood 
as possible. While the limit in normal labor is 
placed by many authors at from 400 to 500 gram- 
mes, a smaller loss has a more pronounced effect 
on some patients than a larger amount has on 
others. Women in the lower walks of life, who 
are accustomed to outdoor life and manual labor, 
can frequently withstand the loss of a quart of 
blood without any apparent effect whatever, while 
those patients of a more nervous and delicate organ- 
ism are susceptible to much smaller losses. The 
most important point in the treatment of post- 
partum hemorrhage, is to avoid wasting time and 
blood by trying many of the minor methods of 
hemostasis. It is much better, and decidedly more 
scientific, to treat the case efficiently, when the 
pulse is near go or 100, than to experiment with 
questionable procedures until the pulse runs up to 
140 or more before effective measures are taken. 
The criticism is made that often the milder methods 
succeed in arresting the bleeding and the tampon- 
ade is unnecessary, but it is impossible to know 
beforehand whether the milder measures will suf- 
fice, and if they are persisted in and fail, much has 
been lost. Effective measures are harmless if done 


at the right time, and with the proper technique 
but in order to be really effective, they should be 
tried before the patient’s strength is weakened 
through a great loss of blood. He is a poor sur- 
geon who will trust to arresting hemorrhage by 
syncope rather than to controlling it by efficient 
methods of hemostasis at the time of onset. 
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The treatment of postpartum hemorrhage de- 
pends upon the source of the bleeding and its sever- 
ity. Little time need be spent by the observant 
attendant in finding the source of the hemorrhage. 
If the placenta is retained it should be removed. 
If upon inspection a portion of the placenta, ora por- 
tion of the membranes as large as a man’s hand, 
are missing, or if there is any doubt as to whether 
the uterus is emptied or not, the hand should be 
re-introduced’ into the uterine cavity and palpate 
the surface and bring everything away. If there 
is no laceration of the soft parts, if the placenta and 
membranes are intact, a profuse hemorrhage indi- 
cates the presence of atony uteri, and the placental 
site is the origin of the bleeding. If necessary, vis- 
ual inspection of the cervix may be made with the 
speculum, and the blood seen to issue from the 
external os, but this procedure is seldom necessary, 
as the cervix is low down on the pelvic floor and can 
frequently be seen externally. In this variety of 
hemorrhage, many methods of hemostasis have 
been recommended, generally inefficient and dan- 
gerous, in that valuable time and blood are lost in 
attempting to carry them out. The first procedure 
is massage of the uterus. If that organ has been 
lost in the abdominal cavity, it should be found and 
brought into the median line and briskly massaged. 
The effect of a full bladder in forcing the uterus up 
into the abdominal cavity and predisposing to 
hemorrhage, is well known, and this organ should 
be emptied if full of urine. In severe cases the 
uterus may reach up to the level of the ribs, filled 
with clotted and fluid blood. As this blood is lost 
to the maternal circulation, and further as its pres- 
ence in the uterine cavity prevents retraction, the 
whole mass should be immediately removed. If 
this cannot be done by the external expression, the 
gloved hand should be passed internally and the 
uterus emptied. 

In a great many cases this procedure will arrest 
the hemorrhage, but, if the atony persists, there is 
nothing to prevent a further relaxation and flood- 
ing. In atony uteri, the organ lies in the pelvis 
like an empty sac, its walls are soft and offer no 
resistance to the hand. The fundus is more easily 
recognized by the internal hand because its walls, 
above Bandl’s ring, usually measure about three 
centimetres thick, while the lower uterine segment 
and cervix may only measure a half centimetre in 
thickness. The uterine arteries are pouring the 
blood into the uterine sinuses, and are markedly 
enlarged and tortuous in their course. It is at this 
time comparatively easy to force the fundus down 
into the cervix, or lower still, by external pressure. 
It is in this class of cases that the author has tried 
with great satisfaction a method of hemostasis 
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which he has not yet seen mentioned in the litera- 
ture. As the patient is bleeding profusely at this 
time, something must be done immediately. It is 
taken for granted that the hands are sterile, as it 
should be a routine method to keep them so for at 
least fifteen minutes after the placenta is expelled. 
A sterile towel should be placed over the abdomen, 
or if this is not at hand a laundered towel, soaked 
with a 1 to 1,000 solution of corrosive sublimate, 
acts as a good substitute. Now the external hand 
grasps and firmly kneeds the fundus and presses it 
down into the inlet. The other hand, incased in 
a sterile glove, is passed into the vagina up to the 
cervix. The fingers then attempt to seize as much 
of the cervix and lower uterine segment as possible, 
and the hand is forced far into Bandl’s ring until 
the fundus is reached. The internal hand remains 
outside the uterine cavity throughout the opera- 
tion. If sufficient pressure be used the internal 
hand can be forced well into the fundus and past 
the contraction ring, pushing the cervix and lower 
uterine segment before it against the walls of the 
fundus. This obliterates the cavity of the uterus, 
and brings direct pressure and compression to bear 
against the sinuses and open vessels. The position 
of the internal hand or fist in the fundus, yet outside 
the uterus, has a marked effect in stimulating con- 
traction, especially when aided by brisk massage. 
One explanation of the efficiency of this method of 
hemostasis is the fact that most of the blood is car- 
ried into the uterine walls by the uterine arteries 
that run up to the fundus along the lateral walls. 
By inverting the lower portion of the uterus into 
the upper, direct pressure is brought to bear by the 
hand against these arteries and the supply of blood 
is in great measure shut off. As soon as a contrac- 
tion comes on, the hand is forced out of the fundus 
and the uterine cavity is re-formed, but by reason 
of the retraction, hemorrhage will not recur. If 
relaxation ensues, the method may be repeated. 
This position of the uterus is only possible when 
atony uteri exists, and is useful in suddenly arrest- 
ing a serious hemorrhage. The author has in sev 
eral cases been enabled to completely arrest a pro- 
fuse hemorrhage. If the arrest of hemorrhage is 
in great part obtained and the uterus contracts 
poorly, an intra-uterine douche of hot (115 F.) one 
per cent lysol solution is given. ‘The douche stim- 
ulates the walls and causes them to contract with 
greater energy. Its use should not be persisted in 
if there is no immediate effect, as prolonged heat 
favors relaxation. Cold water is dangerous as it 
produces too much shock. 

If the bimanual compression and the douche 
produce only temporary hemostasis, further delay 
is dangerous and recourse should be had to the 
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utero-vaginal tamponade, as suggested by Diihrs- 
sen. Pressure on the aorta, douches with various 
chemicals, electricity and such measures, belong 
to the period of the long ago and should be dis- 
pensed with. In the great majority of cases, a 
hemorrhage can be effectually controlled by tam- 
poning, and the tampon should be inserted when 
the pulse is increased twenty beats or more. Be- 
fore using the tampon it is imperative to know that 
the uterus is empty, as a tamponade with portions 
of retained placenta is worse than useless. The 
equipment of every physician should include five 
yards of sterile or lysol-gauze for this purpose. 
While the hemorrhage is held under control by the 
bimanual compression method, two fingers of the 
internal hand may be passed into the uterine cavity 
and the gauze packed firmly by a long pair of uter- 
ine dressing-forceps. In case of emergency the 
packing may be done by the internal hand alone. 
The entire birth-canal should be tightly packed. 
It is better to use the gauze dry as it packs easier. 
By this method, septic material may be carried by 
the gauze into the uterus from the vagina and vulva. 
The danger of infection can be avoided, however, 
by drawing down the cervix by volsella to the out- 
let, and packing it under visual inspection, or by 
using the uterine pack devised by R. W. Holmes, 
where the gauze is forced through a large tube 
reaching to the fundus by a toothed piston or ram- 
rod. By this latter method, the gauze is not con- 
taminated by contact with the soft parts. A tam- 
pon, well applied, seldom bleeds through to any 
extent and may be left in for 16 to 20 hours. It is 
a rare occurrence for the flooding to commence 
after its removal. 

The presence of a well-tamponed utero-vaginal 
tract is not an absolute safeguard against hemor- 
rhage, as the uterine walls may still further relax 
and a blood-clot may form on top of the tampon. 
This is apt to occur if a placental cotyledon is ad- 
herent. It is, therefore, necessary to keep the 
uterine wall in firm contact with the tampon. This 
should be done by manual pressure, by a towel 
folded in a semicircular form so as to surround the 
fundus and placed beneath a firm abdominal 
binder, or the “rational” Fritsch binder may be 
used. In the latter case, the uterus is brought into 
a position of forced anteflexion in the median line. 
A bandage about twelve inches wide, by passing 
over the posterior and superior portion of the fun- 
dus, maintains this position of forced anteflexion. 
The tails of the bandage are long enough to encir- 
cle the thighs and be fastened over the groins. If 
the tamponade has been improperly introduced, 
and especially if it has failed to fill the fundus, the 
blood may saturate the gauze and appear exter- 
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nally. This has happened in the clinics of Diihrs- 
sen, Fritsch, Ohlhausen, and other authorities. A 
bleeding tampon is useless and should be removed 
at once. A second tampon should then be intro- 
duced and care taken to fill the entire uterine cavity. 
The tampon is to be left in for eighteen to twenty- 
four hours, and it is very rare to see any free bleed- 
ing when removed at this time. If the second tam- 
pon bleeds through, and the patient is found to be 
getting weaker, a laparotomy may be necessary to 
save her life; but these cases are exceedingly rare. 
A hysterectomy may be indicated. 

Kocks has devised a method for arresting hem- 
orrhage in these cases by an artificial inversion of 
the uterus. The method is also recommended by 
Shauta. The fundus uteri is inverted into the 
vagina by pressure downward through the abdo- 
men. This is fairly easy in cases of atony uteri. 
A strip of gauze is then tied snugly around the in- 
verted portion just above the placental site. The 
constriction controls the bleeding. The gauze 
is removed in seven hours. Kocks claims that the 
gauze may be re-applied for another seven hours if 
necessary, but prolonged pressure is apt to result 
in gangrene. This method may be used when the 
patient is away from a hospital, and where the sur- 
roundings are not conducive to a well regulated 
operation. 

Briesky’s forced anteflexion of the uterus is an- 
other valued means of hemostasis. The fundus is 
brought as far forward as possible externally, while 
the cervix is forced anteriorly by the internal hand, 
and the uterus flexed around the symphysis pubis. 
The uterine cavity is obliterated and the walls: are 
directly compressed. The difficulty in this method 
is in forcing the fundus forward, but if there is suffi- 
cient diastasis of the recti muscles the method may 
be very successful. 

When the hemorrhage has finally been arrested, 
the physician should satisfy himself as to the degree 
of acute anzemia resulting. This is generally inter- 
preted by the rapidity of the pulse, its quality and 
tension, the effect on respiration, the color of the 
face and hands, the ability to retain body heat, and 
the effect on the consciousness. The weight of 
these various points is far greater than the actual 
quantity of blood lost. A patient suffering from 
acute anemia is particularly predisposed to sub- 
normal temperature, and to avoid this she should 
be kept warm by flannels, blankets, and _hot- 
water bottles. Stupor or unconsciousness which is 
caused by anemia of the brain and the deficient 
arterial tension in the heart and arteries, may be in 
part relieved by elevating the foot of the bed from 
one to two feet, so that gravity will assist in the 
return circulation. Bandaging the extremities, 
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beginning from the hands and feet and extending 
to the trunk, is valuable in forcing the blood into 
the vital centres, where its presence is most urgently 
required. 

It is a well known physiological fact that absorp- 
tion and assimilation are held in abeyance when the 
tension of the blood in the vessels gets below a cer- 
tain point. If the tension is below this point, the 
injection of drugs or their administration by the 
mouth is futile, as they merely lie as inert substan- 
ces in the tissues or stomach. The immediate need 
of the system is to raise the arterial tension or blood 
pressure in the vessels. If the patient is in a 
grave condition, this is best done by the intravenous 
injection of blood from another person, or of the 
normal salt solution (.6 per cent). This immedi- 
ately raises the pressure, and it is gratifying to notice 
the effect on the patient’s general condition. In 
anemia of a milder type, the retromammary trans- 
fusion of normal salt solution may be substituted. 
From one to four pints may be injected behind 
each breast during a period of one to two hours, 
depending upon the rapidity of absorption. The 
oft repeated request of the patient for water may be 
granted, provided that she has no emesis. Pa- 
tients are frequently able to absorb considerable 
fluid from the stomach by this method. Rectal 
injection of hot salines is an adjunct to the trans- 
fusion, keeping up the temperature and adding to 
the quantity of blood. The return of color to the 
lips and fingers, and the disappearance of that 
peculiar and dreaded ashen hue of the face that 
precedes dissolution, affords the physician the most 
happy experience in the entire practice of medicine. 
The increased warmth of the body, the improve- 
ment in rate and quality of the pulse, and the return 
of consciousness and complaint of after-pains, or the 
wounds in the breast, follow the filling up of the 
depleted vessels and heart, and at this time, when 
absorption becomes more active, hypodermic injec- 
tion of drugs is indicated. The injection of ergot 
may be given as soon as the placenta is expelled, 
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in anticipation of bleeding. It takes from fifteen 
to twenty-five minutes to become effective. The 
drug from which we may expect the most imme- 
diate effect is camphorated oil. This should be 
kept sterilized and ready for use. A syringeful 
is a dose and it may be given three or four times. 
It acts within five minutes and is rareiy followed by 
local irritation. The local use of ether, or alcohol 
in the form of brandy or whisky, is inferior to the 
camphor oil and is more apt to cause abscess or 
pain because of its action on the «ues locally. 
Together with the camphorated cii, it is well to 
inject 1/30th grain strychnine niirate, so that its 
action will become manifest when that of the cam- 
phor wears away. The entire stimulation from 
this time on may be effected by strychnine or digi- 
talis. It should be remembered that an obstetri- 
cal patient who has a pulse of 140 beats per minute, 
is in a far greater danger than a surgical case with 
the same kind of pulse, and therefore she is to be 
watched carefully or left in the care of a trained 
assistant until the danger is past. Another point is 
the susceptibility of these patients to infection, and 
to the great activity of absorption when once that 
function has been completely restored. The need 
of asepsis and antisepsis in these cases need not be 
mentioned at this time. 

In conclusion, the attending physician will care- 
fully study his patients, and fortify them against all 
the complications of labor to the best of his ability. 
During labor itself, he will attempt to keep the pro- 
cess normal as to mechanism and duration. If 
bleeding occurs postpartum, he will instantly 
search for its source, will institute active and effi- 
cient treatment, and try to restrict the loss as much 
as possible. Finally, he will treat the resulting 


anemia in a scientific manner, and in so doing he 
will fulfill his obligation to his patient and to her 
family. The grateful memory of a mother rescued 
from a bloody grave will linger long in the mind of 
the physician, and will form one of the brightest 
pages in his life’s history. 


A. WATSO 
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HYDATID DISEASE IN AUSTRALIA 


By Pror. A. WATSON, MELBOURNE, AUSTRALIA 


ITHIN the limits of space consigned to me, it is impossible to do 
justice to a subject that has become so overwhelmingly volumin- 
ous and complex as that of hydatid cysts, when they are con- 
sidered from all their multitudinous bearings. 

I purpose, therefore, in this article to deal principally with certain special 
manifestations of the disease which have come under my immediate observa- 
tion, and on which some misconceptions are apt to prevail. I shall touch on 
questions of accepted doctrine only so faras may be necessary for my purpose. 

The several large tapeworms (t. marginata, t. coenurus, t. cucumerina, 
t. serrata, etc.) infesting the dog, and continually shedding egg-bearing seg- 
ments so large as easily to attract attention when passed under conditions 
of domesticity, are nevertheless innocent as factors in the ztiology of hydated 
disease in man. 

The tenia echinococcus, so baneful in its effects on the human species, 
is so insignificant in point of size that an inexperienced observer usually mis- 
takes it for a swollen villus of the dog’s duodenum, which portion of the in- 
testine the ingested echinococcus head, or scolex (not to be confounded with 
the echinococcus ovum), always selects as its abode, wherein to complete its 
sexual life as a tapeworm. 

Its life history conforms to Steenstrup’s law of the alternation of genera- 
tions, whereby two generations of individuals, possessing different forms of 
organization, existing under different conditions of life, and reproducing in 
different ways, alternate with each other. 

The tiny tapeworm, having utilized the dog as a primary host, succeeded 
by a larval or cystic phase which fulfills its destiny in the body of another 
animal (intermediate host), usually one of the domestic ungulates, but all too 
frequently in that of man himself. 

The size, shape, and manner of reproduction of the cyst vary according to 
the species of animal which serves as the intermediate host, and also with 
the special characters of the surrounding tissues. In the viscera of youthful 
manhood and of the higher apes (11), the cyst attains its maximum size, 
that of a large watermelon; in the sheep this is restricted to that of a peanut; 
in the hog, ox, or camel it may attain that of a baseball. In the horse, although 
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Fig. 1. A. Dry hydatid of liver from male aboriginal. Visceral surface. (Same specimen 
as in Fig. 18 of Festschrift.) 3B. Anterior surface of liver after removal of a slice to demon- 
strate drying hydatid and the collapsed mother-cyst which has assumed a central position. 
Same liver as A. 


habitually depasturing with sheep, I have never succeeded in finding it, as 
apparently the viscera of that animal do not offer sufficiently favorable sym- 
biotic conditions to the injested ovum to enable it to proceed to the cystic 
phase. 

Rabbits, which already constitute a frightful pest in Australia and New 
Zealand, although serving for the production of echinococcus cysts in labora- 
tory experiments, when running wild fortunately develop in preference the 
bladder worms of other tenia than the t. echinococcus (cysticercus pisiformis, 
c. serialis, etc.). Pastoralists, in fact, recognize the spread of bladder worms 
in rabbits as a means whereby their numbers are checked. 

I have personally had no opportunities of examining goats, though Mad- 
den (1), in discussing the extreme rarity of hydatid disease in Egypt, states 
that goats do harbor echinococcus cysts. 

One might naturally conclude that, as the life of the sheep is much shorter 
than that of man, the cyst in that animal is small because it has not had 
sufficient time to attain the larger dimensions of human echinococcus bladders. 
This is not, however, the explanation, for I have thrice, in children under 
four years of age, seen a cyst as large as the head of the child who harbored it. 
On the other hand, none of the multiple cysts found in the bodies of three 
discarded stud ewes of twelve years and upwards were larger than a filbert. 

The health of the sheep does not appear to be affected by the presence of 
the parasite, presumably on account of its circumscription by a tough adventi- 
tia evoked in the connective tissue of the containing organ by the presence of 
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the growing cyst. This adventitia, moreover, has a marked tendency to 
calcification, and in any case acts as a check to the untrammelled spherical 
expansion of the parasite, forcing it, instead, to expand its vitiated energies 
first of all in the production of scolices, to the end that the species shall be 
maintained, and secondarily, in saccation of its capsule, in order to increase 
‘its range for the osmotic absorption so essential to its individual existence. 
The opposite condition is exemplified in a case of central pulmonary hy- 
datid represented in Fig. 17. Here the symbiotic conditions have been so 
favorable to its existence and growth that the cyst attained a capacity of three 
quarts, without ever having produced sufficient irritative hyperplasia of the 
surrounding lung parenchyma to cause it to become invested with the ad- 
ventitious fibrous capsule, which we are too apt to associate invariably with 
an echinococcus cyst. The bladder which, if it had contained a brood, we 
would call a mother-cyst, had, underits specially favorable conditions, produced 
such a bulk of chitin that its collapsed walls were suggestive of an elephant’s 
ear boiled into a semi-gelatinous condition. In other words, we have, in 
such a case, one of those instances of vegetative overgrowth produced at 


Fig. 2. Retropleural hydatid from a man aged 40 who was paraphlagic. The disease most 
probably commenced in cancellous bone and beaded off into spinal canal (extra thecal space) 
and forwards between two transverse processes into thorax where cysts assumed ordinary large 
size instead of the small vesicles usual in bone. This might have been mistaken for a pleural 
hydatid by asurgeon. The photograph shows anterior and mesial surfaces of left half of thorax. 
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Fig. 3. A. Cyst which passed down ureter and urethra of a woman 11 days after removal of 
the left kidney. Twenty-four years previously the disease was cured (sic) by puncture. Woman 
for 23 years felt all right. B. Subcutaneous hydatid. Tough capsule containing daughter- 
vesicles but no mother-cyst. Removed from the left flank of a woman who said she had noticed 
it first 22-24 years before. It shows for what a long period the living parasite may remain 
quiescent. Case is mentioned in the Festschrift article. It was looked upon as a sebaceous cyst 
tor 20 years. 


the expense of the reproductive functions, that are so familiar to the horti- 
culturist. 

A few words may be said here concerning the etiology and geographical 
distribution. 

Posselt (2) draws attention to the fact that in all those countries where 
hydatid disease is endemic for man, we find sheep in large numbers relatively 
to other stock. 

Stirling and Verco (3) remark that in addition to the numerical influence 
of sheep as agents for maintaining the supply of scolices or potential tapeworms, 
we must bear in mind that their tending and care involve the use and assistance 
of the dog, to a much greater extent than in the case of other intermediate 
hosts, such as the ox, pig, or camel. 

Our text-books direct attention to the close intimacy which obtains in 
Iceland between its human inhabitants and their dogs, but ignore the more 
important factor of the connection of the latter animals with the sheep-raising 
industry in both this and other homes of hydatid disease. 

Amongst our Australian aboriginals, whose mongrel swarms act as scav- 
engers to the killing-yards of the pastoralist, hydatid disease reaches its high- 
water mark of prevalence, and is a prime factor in the impending extinction 
of that primitive race. 

In Egypt, Professor Looss, after researches extending over three years, 
never once found the t. echinococcus in the stray dogs about Cairo, although 
he once found it ina small petdog. Inany case, as Madden remarks (1) ‘‘ The 
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Fig. 4. A. Isaac, aboriginal, aged 50 or 60 years. Visceral surface of liver. Adenoma 
of the liver. B. Operated upon October 19, 1904, when non-hydatid nature was revealed. 
The falciform ligament was sutured over the incision in liver with catgut. Patient died October 
31, 1904. Case of mistaken diagnosis, for which there was every excuse. Adenoma of liver 
mistaken for hepatic cyst and omental cysts of echinococcal origin. Notice the bossy tongue of 
left lobe which suggested omental tumors. Notice where mass was incised, catgut stitches still 
holding falciform ligament down over the incision. Isaac came from a region where hydatid 
disease was as prevalent as in any part of Australia. His family (several members) had been 
treated for hydatid disease. Some of them had died of it. 


pariah dog, even were he, as a scavenger of the village, to become infected, 
is so shy and wild that opportunities for close association with man are 
wanting.” 

In Natal, the hospital records contain no account of hydatid disease 


amongst the numerous Kaffirs who apply for relief, and the same statement 
holds good for the Transvaal. In the adjoining Cape Colony, and the Orange 
River Colony, sporadic cases occur; it may be because sheep-farming, although 
not on the Australian scale, exists. Possibly in the near future, when some 
of the 9,000 marino ewes recently acquired by the Boer delegates (1906) for 
stud purposes, have been devoured by the dogs and their congeners, the 
hyenas and foxes, hydatid disease may become more common in South Africa. 

There are countless “‘chow” dogs in China and Japan, yet the first 
operation for hydatids in Japan was on a white man from Australia, and 
the only case my teacher, Dr. Cantlie, of the London School of Tropical 
Medicine, saw in 40,000 patients in China, was that of a recently arrived 
Frenchman. 

It therefore appears that the dog per se is as harmless in the production 
of hydatid disease as was the anopheles of Mauritius in the production of 
malaria, before the advent of the Indian coolie (imported for Railway con- 
struction), with his plasmodia-laden blood, transformed that island of cen- 
tenarians into a hotbed of fever. 
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Fig. 5. Echinococcus cyst in lung of an old bull camel. Natural size. One endogenously 
produced daughter-vesicle carrying scolices (its walls are thicker than those of the mother-cyst 
—white dots). Laccated cavity of capsule lined with chitinous layer, i. e., mother-cyst, closely 
adherent to inner surface of capsule like wall paper, and so thin as to be hardly recognizable. 
It mimics the inner surface of the capsule which is a production of the host. The cyst has 
evidently developed in a bronchiole, because cartilage forms part of the very thick capsule 
which also is in process of calcification. Although developed within a bronchiole no commun- 
ication exists with outer world. Parasite is closed in all around. Perhaps if the chitinous 
mother-cyst were torn off the inner surface of capsule small air tubes might be found to open on 
surface of inner wall. 
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Fig. 6. Hydatid cyst which simulated goitre. Removed by Dr. MacCormick, of Sidney, 
from a woman of 31. 


I have it on the authority of my friend, Mr. McCullough, of the Melbourne 
Cold Storage Depot, who spent a year in Argentina, that echinococcus cysts 
(9) only became familiar objects of surgical attack pari passu with the ever 
expanding sheep-raising industry of that country, where already horses and 
cattle had roamed the pampas for centuries. 

The distinguished surgeon to whom this work is dedicated, informed 
me on his recent visit to Australia, that in his wards in Chicago, hydatid cysts 
were absent. I take it therefore that the thousands of hogs which are slaught- 
ered every day in that city are not important factors in the etiology of hydatid 
disease, any more than are the oxen, camels, and horses of Asia, Africa, and 
I may add the northern portions of Australia, where for climatic reasons horses 
and cattle almost entirely take the place of sheep, which flourish so wonder- 
fully in the more temperate portions of our island continent. 

An observant sheep-farmer of the southeastern district of South Australia, 
who has himself been operated upon four times for abdominal hydatids, 
attributes the increasing frequency of the disease in his district to the marvel- 
ous multiplication of European foxes and rabbits, innocently introduced by 
his predecessors for sporting purposes. 
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Fig. 7. Hydatid cyst, right lung (woman). Operated upon by Dr. Cole, 1905. 


So far as I can discover, the more dangerous form of parasite, known as 
echinococcus multilocularis vel alveolaris, has never existed in Australia, 
either in man or beast. The distribution of this disease is peculiar, being, 
as those familiar with it tell us, almost exclusively restricted to two principal 
regions, one comprising South Germany, Switzerland, and the Austrian Al- 
pine region, and the other southeastern Russia and western Siberia. Posselt 
(2) explains this distribution by reference to the fact that, of the domestic 
animals affected with this form, it is the great cattle which almost exclusively 
suffer, while sheep very rarely do so. In the districts in question, it is the 
former which form the principal industry. 

I quite agree, therefore, with what has been urged by Stirling and Verco 
(3), that in view of the many striking differences — pathological, zodlogical, 
and clinical — which exist between the ordinary hydatidose and the alveolar 
forms of echinococcus cyst, it is unfortunate that the term multilocular has 
become, by long use, identified with the alveolar variety. This is not cystic 
in the same sense as we use the term in the hydatidose variety, although, in 
advanced cases, septic disintegration, of the more centrally situated and 
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Fig. 8. Hydatid left lung (man). Operated upon by Dr. F. Bird, Melbourne, Australia. 


devitalized portions may result in the formation of a cavity of such a kind as 
occurs in a phthisical vomica. Nor is the contained fluid the limpid, saline 
solution of the hydatid cyst with which we are so familiar, but a repulsive 
seropurulent emulsion of calcareous particles, cholesterin, bilirubin, and 
other detritus; hence the name of ulcerative multilocular echinococcus tumor, 
applied to it by Virchow, when, in 1856, he eliminated it from the list of can- 
cers by discovering its helminthic origin. Fifty years later, the causative 
helminth was found to be very similar to, but not identical with, the t. echino- 
coccus of V. Siebert, met with in Australian dogs. 


PSEUDO-MULTILOCULAR HYDATIDS 

There are several productions of the common echinococcus cyst which are 
multilocular in the literal sense of the word, and yet have nothing in common 
with the alveolar form except that they are many-chambered. They do not 
infiltrate the surrounding tissues like a cancer — which the true alveolar form 
does, nor are their loculi restricted to the minute dimensions of the latter 
form, in which they are never more than 1 to 5 mm. in diameter. 

Where such a multilocular disposition exists in hydatids of the common or 
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hydatidose form, the interlocular septa usually consist of connective tissue; 
in others, however, they are formed by the blended chitinous walls of contig- 
uous daughter-vesicles (vide Fig. 1, A). In either case I do not hesitate 
to term them pseudo-alveolar or pseudo-multilocular. Of these pseudo- 
alveolar forms, that which most clearly approaches the true alveolar echino- 
coccus tumor in its behavior, is one in which the bladder worm reproduces 
itself exogenously in the cancellous tissue of bone. Resembling the alveolar 
hydatid to a less degree is the pouching variety, which develops in omental 
cysts, or in the residual scar tissue of a previous operation in man, possibly 
as the result of the implantation of scolices; or it may occur also in the viscera 
of sheep or camels, in which animals the tissues react to the presence of an 
imported ovum of the common kind by an exceptionally early sclerosis of the 
adventitious capsule, and consequent reduction of the nutritive supply. 


Fig. 9. Pouching hydatids of human omentum (man, 27). Of much younger age than the 
dry hydatids of omentum seen in Fig. 4, which accompanied the paper for the Festschrift. 
This form is common in sheep which are not more than four years old. 
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Fig. 10. A. Hydatid cyst in interventricular septum. B. Adenoma of the liver of an Aus- 
tralian aboriginal (Isaac, aged 60), which was operated upon as an echinoccocus cyst by mistake. 
Patient came from infested district. Subjective and objective signs correspond to hydatid. 


In this form, all stages of loculation, from simple sacculation to complete 
severance, may occur, such, for instance, as the extrusion of a nude vesicle 
into a serous cavity. Exogenous buds are, indeed, sometimes produced 
from a human omental cyst with such exuberance that the mother-cyst be- 
comes invaginated by their pressure. Thus the latter appears to be packed 
internally with vesicles which are really of exogenous growth. When sucha 
condition occurs, there results a bewildering disposition of the chitinous 
contents of the cyst, which might easily lead to a mistaken inference as to 
their mode of growth. Fig. 20, A.) 

Of late years, partly as an aftermath of the pernicious treatment by aspira- 
tion, we meet with cases of palingenesis of the parasite so long after its sup- 
posed death, that the adventitious capsule has undergone more or less complete 
calcification from old age. The contents of such a cyst include discoid ag- 
glomerations of sage-like vesicles, highly suggestive of the chitinous-plugs 
found in an alveolar echinococcus. I shall again refer to such conditions in 
connection with what I have elsewhere termed the stage of “sluggish life” 
in the parasite, in relation to the so-called burrowing hydatids and to other 
multitudinous cystic developments. 

Another type which is multilocular, but in which the loculi are hundreds of 
times larger than in the true alveolar form, is seen in pelvic hydatids in either 
sex, where the capsules of multiple cysts coalesce and their cavities inter- 
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Fig. 11. A. Omental hydatid from woman aged 41. A dermoid cyst occupies the outer sur- 
face of the capsule. This is the only dermoid I have seen in the omentum in 22 years. B. 
Hypertrophy of left lobe of liver due to hydatid (removed) of right lobe which has practically 
all been used up by the parasite. Returned Contingenter 29. 


communicate as the result of mutual pressure. I have frequently seen hydatids 
of this kind mistaken in the female for uterine fibromata, or ovarian or broad 
ligament tumors. 

In several of these cases, after evacuation, supposed to be complete, there 
occurred subsequently repeated discharges of vesicles not dislodged at the 


time of operation. Such instances as those last mentioned afford examples 
of multiple (Fig. 20, A.) rather than multilocular hydatids, though the two 
terms were often confused with one another by the older writers and they 
invite further consideration. 


Sheep's hydatids. 
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MULTIPLE HYDATIDS 


To account for the presence of a number of echinococcus cysts in the 
same individual, or even in the same viscus, it is necessary to suppose either 
that there has been simultaneous or successive invasions of embryos by the 
usual routes, or that there has been collective implantation of the contents of 
a primary cyst elsewhere. (Fig. 20.) 

So far as the former of these explanations is concerned, it is difficult to 
understand how the multitudinous cystic developments so often found within 
the abdominal cavity, in the fascial planes of the body, or in the medullary 
cavity of bones, can be the result of an arterial shower of embryos which had 
traversed the portal and the pulmonary circulations, without dropping a single 
straggler on the road to form a cyst in the liver or the lung. 

We must bear in mind that tenian ova are taken into the body of the 
intermediate host in all stages of freshness and in all varieties of number. 
The man who drinks water lately contaminated by a large number of 
recently discharged eggs, possibly those of an entire terminal segment, runs a 
greater risk of developing a numerous brood of cysts in his inside, than a man 
who consumes an equal number of old ova which have been weakened by 
exposure. 

Leuckart gives the diameter of an echinococcus embryo as ranging from 
0.022 mm. to 0.028 mm., and that of a pulmonary capillary as from .0056 to 
.O113 mm., according to which estimation, in the absence of a patent foramen 
ovale, the travelling embryos would encounter difficulties in reaching the sys- 


Fig. 13. A. Liver abscess mistaken for suppurating hydatid in an old (white) man who 
came from hydatid stricken region. B. Omental capsule from which a parasite has escaped. 
Opened up to show the choronic looking mass. 
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Fig. 14. Hydatid of humerus from woman. 30 years duration. Amputation by Dr. Bird, 
1905. Vesicles beginning to invade (a) glenoid fossa above, and (b) olecranon below. To 
demonstrate the fact that the vesicles, if a bone hydatid, can finally traverse the joint. 


tematic circulation, and even if they succeeded, one would still be at a loss to 
understand how they were all guided by the aortic stream into the area of dis- 
tribution, it may be of a single artery. 

Nevertheless, we cannot deny that arteries, veins, and lymphatics may all 
participate in the transportation of embryos to their place of future develop- 
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Fig. 15. A. Tenia echinococcus; natural size. Veterinary surgeon, Desmond, photo. 
B. Veterinary surgeon, Desmond, photo, 1906. 


ment. Probably, also, the embryo of tatenia echinococcus exerts a certain 
selective power as to its destination, in a manner conformable to that pos- 
sessed by the embryos of the t. coenurus (one of its companions in the dog’s 
intestine) in finding its way to the sheep’s brain rather than into the portal 
circulation. 

Another factor which we cannot overlook, is the known permeability of 
living tissues to animal parasites, easy of comprehension by anyone who has 
seen an unencysted trichina disporting itself in the muscle of a recently infested 
guinea pig. An echinococcus embryo, once liberated from the eggshell, is 
a protoplasmic and elastic creature, which, we may readily conceive, is capable 
of actively threading its way along perivascular planes, rather than of being 
passively carried by the current of a blood- or lymphatic-vessel. Such an 
hypothesis would accord fairly well with relations which hydatid cysts of the 
neck bear to the blood-vessels. I have twice seen hydatid cysts treated as 
aneurisms of the subclavian artery. Allen, and also Moore, of Melbourne, 
have published similar observations. 

In the genesis of omental hydatids we can easily conceive that embryos 
capable of boring their way into the peritoneal cavity, would be impounded 
as intruders by the omentum in the exercise of its usual function of defensive 
mobility. 

As lymphatics have been shown to arise from, and not empty into, the 
peritoneum, an embryo, to reach its destination by the lymphatics, would 
have to move, as it were, upstream, unless it was passively carried into the 
receptaculum chyli, up the thoracic duct into the great systemic veins, and 
down again to a resting-place in the subserosa of the peritoneum. Here, 
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during its development into a cyst, it would receive a peritoneal inyest- 
ment, and finally, as a pedunculated cyst, occupy the abdominal cavity 
exactly as if it had bored its way thither at the outset, and had acquired 
its capsule by exudative process of the peritoneum, like an escaped fertil- 
ized ectopic ovum of a mammal. In view of the peritoneal cysts and 
velamentous adhesions met with in abdominal surgery, this view is at 
least not improbable. 

In reference to multiple cystic development not due to the presence of 
embryos, blood-borne or otherwise, but to the escaped contents of a primary 
cyst elsewhere, there is accumulated clinical and experimental evidence that 
not only may escaped daughter-cysts continue growing in a suitable nidus, 
but that scolices, singly! or in brood capsules, may develop into cysts. This 
phenomenon of implantation occurs as the result of one of two modes of 
escape of the contents from the parent cyst. 

(In the true alveolar form of echinococcus tumor, Melnikow-Rasweden- 
kow holds that the cystic phase of the parasite is capable of producing a secon- 
dary crop of amceboid embryos, without having recourse to the egg-bearing 
segment of the parent worm for a supply of potential cysts, hence, according 
to this writer, metastasis to other organs is so much to be apprehended in 
that really malignant parasitic growth.) 

In the more common mode of escape, simultaneous rupture of both mother- 
cyst and the adventitious capsule occurs, whereby the contained endogenously 
developed daughter-vesicles and scolices are discharged into the peritoneal 


A : B 
Fig. 16. A. Multilocular (alveolar) echinococcus. To show difference between it and the 
pseudo-multilocular forms as network in sheep, etc. B. Alveolar echinococcus brought from 
Germany by A. Watson. Magnified 3 times. 


1An example of the development of an echinococcus cyst from an implanted scolex, is afforded by a case under 
Dr. }. A. G. Hamilton, of Adelaide, who, while exploring the chest of a supposed consumptive with a Dienlofoy’s 
needle, in 1879, caused the rupture and expulsion of a pulmonary hydatid. Twenty-five years later, Dr. Hamilton 
removed a subcutaneous hydatid, the size of a walnut, from the site of the former puncture. 
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Fig. 17. 


cavity, there to receive their capsule in virtue of the plastic power of that 
membrane. 

On one occasion, I saw more than a dozen vesicles enclosed in a common 
capsule of thin, but tough, texture, which lay across the abdomen like a half- 
filled water-bag. It was overlooked during an operation for the evacuation 
of two ordinary tense cysts of the liver. At the necropsy, a few days later, I 
found an old, puckered scar which had doubtless resulted from rupture of a 
parent-cyst, and thus afforded an explanation of the presence of the large 
cluster of motherless daughter-vesicles just mentioned. 

The second method of escape is not by rupture of the sac, but by a gradual 
process of perforation of the capsule, in one spot, by exogenously developing 
daughter-vesicles, an event to be explained as follows: When from trauma 
or other cause, a mother-cyst bursts without a corresponding rupture of the 
capsule, the latter gradually shrinks, and finally comes to enclose only the 
gelatinous remains of the parent-cyst and its contained brood, together with 
a variable quantity of smegma-like débris, rich in cholesterin crystals and 
calcareous particles. Some of the daughter-cysts are, however, not dead. 


775 
4 
| 


SURGERY, GYNECOLOGY AND OBSTETRICS 


A 


Fig. 18. A. Superior or diaphragmatic surface of liver. Hydatid of right lobe of liver. 
It is becoming dried up. The mother-cyst is folded up in a central position. Some of the 
daughter-cysts have retained their fluid but will lose it eventually and lead a sluggish life in a 
state of suspended animation perhaps for several years when suddenly either the patient is found 
to be suffering again from hydatids (burrowing type), or suppuration takes place and brings 
matters to a crisis. Liver abscess? JB. Visceral surface of the same liver as in male aborigin- 
al, aged 53. McKinlay alias Wannemuncho. This is merely for comparison with Fig. 17. It 
is the same liver from the other (visceral) surface, and shows the compensatory hypertrophy of 
the left lobe (usual in such cases) much better. It shows the right suprarenal capsule, the 
vena cava, portal vein, ductus choledochus, gall-bladder and cystic duct, hepatic artery, im- 
pressio renalis, and a point at X where the capsule is very thin over the area of about 1 cm., 
and where the parasite would eventually perforate by means of an exogenously produced 
daughter-vesicle and pullulate along the lumbar fossa into scarpas triangle, where it would be 
mistaken fora sarcoma. In some cases the migration is upwards into the thorax through a 
round hole worn in the diaphragm, over which area the lung always has time to become adherent. 
The medical adviser would probably think he was dealing with a primary pulmonary hydatid 
and not one of hepatic origin. 


(Fig. 18.) They are in a state of suspended animation, or, as it has been 
previously termed, in a condition of sluggish life. Sooner or later, in the 
absence of pyogenic infection, which is of a very frequent occurrence, an 
exogenous vesicle pushes its way, insidiously, through the adventitious capsule; 
others follow and pullulate, or ‘‘bead off,” into the surrounding planes. 

This is well seen in the case of thoracic invasion from the liver, when the 
patient, without exhibiting the alarming symptoms of a ruptured pulmonary 
hydatid, suddenly coughs up vesicles of hepatic origin. (It is very rare for 
a primary hydatid of the lung to produce daughter-vesicles. Fig.17.) As 
an example of such a case of hepatic origin, I know of a man who, while 
kangaroo hunting on a rough horse, suddenly halted, coughed up several 
vesicles and rode six miles to his home afterwards. Had that been rupture of 
a primary pulmonary hydatid, he would have run a great risk of suffocation 
by flooding or by impaction in his larynx of a piece of cyst; while the man 
whose lung has been invaded from the liver, though he escaped these imme- 
diate dangers, has great and protracted risks yet to supervene. 
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Fig. 19. Two contiguous capsules, one suppurative, the other healthy and containing two 
daughter-vesicles (exogenous), remain in the photo. Nutmeg liver from pressure on veins. There 
is no left lobe. It is represented by old scar tissue. A. Suppurating capsule. B. Mother-cyst. 


The burrowing type is also well illustrated by retro-peritoneal hydatids, 
when an unsuspected polycystic development in the lumbar fossa finally ap- 
pears in Scarpa’s triangle, where it is apt to be diagnosed as a sarcoma. 

Sometimes an exogenously-produced bladder makes its way through the 
tough capsule of an omental cyst. What becomes of vesicles which make 
their emergence in such an insidious manner? Either they are again taken 
care of by the omentum or they gravitate into the free peritoneal cavity, and 
may possibly account for the presence there, in very rare instances, of one or 
more naked and free cysts, these being entirely unaccompanied by the peritoneal 
reaction, which would certainly have been produced by the presence of the 
contents of a suddenly ruptured mother-cyst and its capsule. In contrast 
with this insidious mode of exit, is a case observed by Dr. MacCormick, of 
Sydney, in which he was called during the night to operate without delay 
upon a youth who that day, while bathing, had been taken suddenly ill with 
what was apparently an acute attack of appendicitis. On making the incision 
associated with the name of Dr. McBurney, naked daughter-cysts were dis- 
covered within the inflamed peritoneal cavity. A subsequent median incision 
disclosed a ruptured hepatic hydatid cyst. The patient’s life was saved. 

I have occasionally noticed the capsule of an omental hydatid, from which 
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the former parasitic occupants have escaped, gradually filled with the pro- 
ducts of connective tissue proliferation. Once or twice, in old people, I 
found calcareous nodules, which I regarded at the time as calcified lymph- 
glands, but which I now think were of parasitic origin, notwithstanding the 
absence of parasitic remains. 

In the intermuscular planes of very mobile and greatly used parts, the 
gradual ‘‘beading off” of vesicles by exogenous budding, permits of the 
formation of a very fine capsule, which may be of such tenuity and transpar- 
ency that its blood-vessels may lead to the belief in a blood-vascular system 
of the bladder-worm itself. 

On the other hand, the capsule of an echinococcus growth, which has 
developed in subcutaneous fat, quickly acquires the toughness of leather, 
and appears to possess a greater power of resistance to the egress of the para- 
site than when the latter occupies an internal viscus. 

A case in point is that of a lady on whom, in 1886, an ovariotomy was 
performed. Previous to the operation, she requested the surgeon to remove a 
painless hard swelling, the size and shape of a gherkin, which had been pres- 
ent for 12 years in her left flank. In the anxiety connected with the major 
operation, he overlooked the smaller matter, but 11 years later (1897), while 
performing a radical cure of a hernia which had developed in the laparotomy 
scar, he remembered the tumor in the flank, and removed it, in the belief that 
it was a semicalcified sebaceous cyst. On section, its parasitic nature revealed 
itself in the form of a tough sacculated fibrous capsule, stuffed with living 
exogenously developed daughter-vesicles, in the multiplicity of which the 
identity of a parent-cyst (if one still existed) was impossible. 

Thus during 22 years the parasite, although alive, had made no apparent 
progress in the matter of extension.’ 

The specimen shown in Fig. 17, was obtained from the cadaver of a 
shepherd, between 50 and 60 years of age, who, for several years, had been 
subject to a cough, and who finally succumbed to cardiac embarrassment, 
caused by the ever-expanding parasite. 

The alternate (right) lung was unadherent and everywhere crepitant. 
The liver and remaining viscera were quite free from parasitic invasion. 

The original embryo probably arrived as an air-borne egg (6) in the center 
of the lung, where it hatched out and developed into an immense cyst, with 
very thick chitinous walls. No daughter-cysts were present. The adventitia 
of the parasite is represented, not by the usual fibrous capsule, but by com- 
pressed pigment, mottled lung tissue, everywhere fused with the costal and 
mediastinal pleure. 

A flattened air tube, of the diameter of a wheat straw, opens into the 
cavity, and must have placed the ectocyst of the parasite in contact with atmos- 

1 However convenient it may be to term the capsule, ectocyst, it is none the less zodlogically incorrect. Otherwise 
the compressed lung-tissue depicted on Fig. 17, would have to be called ectocyst, and the lamellated chitinous mem- 


brane of the bladder-worm, the endocyst. Zodlogically speaking, the lamells ated chitinous membrane is the ectocyst, 
of which the lining membrane ot finely granular protoplasma (Keimmembran) is the endocyst. 
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pheric air. The absence of any overgrowth of connective tissue is strongly 
suggestive of symbiotic relations between the parasite and its host (5) and (7). 

Concerning the specimen shown in Fig. 18 the following may be said: 

A slice has been removed from the right lobe, in order to demonstrate the 
presence of an echinococcus cyst which is in process of losing its fluid, and 
becoming what is sometimes termed a “‘dry hydatid.’ This at any moment 
may become septic, and matters be brought to a crisis; or it may persist in 
an aseptic condition and eventuate in a “burrowing hydatid,” in the right 
lumbar pouch, as in this case the perforation would occur behind, close to 
the impressio renalis, at a point not shown in the Plate. The mother-cyst, ° 
but not the capsule, has ruptured, and the contained fluid has dried up and 
caused the daughter-cysts to become stranded around the folded-up mother- 
cyst. 

This condition represents the former so-called cure of the advocates of 
the aspiration treatment. 

Many of the daughter-cysts are not dead, several sterile ones have even 
retained their fluid. Others of minute size, resembling grains of sago, and 
each containing several scolices, are present in a state of suspended animation, 
a condition which is not without parallel in zoébiology; for instance, encysted 
trichine become active after 14 years of quiescence, when fed to a young 
guinea-pig (8). 


B 


Fig. 20. A. Besides the multiplicity it shows examples of dry (living) cysts of great age. 
Also examples of pseudo-multilocular, type A. Also one dead and entirely obsolete cyst in its 
capsule, B. On the right side C, is a dry cyst where the photograph shows actual oxogenous 
budding commencing. B. Omental hydatid (one half size). It shows four different conditions 
of bladder form. 

1. Obsolete. Very old cyst (20 years). 

2. Group of exogenously developed vesicles. Middle-aged cyst (10 years). 

3. Pouching youthful cyst. (1 year.) 

4. Old cysts which have died in infancy embedded in omentum. 
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The specimen shown in Fig. 19 was obtained from a patient who died, 
exhausted after a series of operations for multiple abdominal hydatids. 

The left lobe of the liver once harbored a growing mother-cyst, which, 
with its capsule, burst and discharged its contents into the peritoneal cavity 
without, however, evoking a fatal peritonitis. The left lobe is represented by 
a mass of fibrous tissue, in which are embedded several small scolex-bearing 
pouching cysts, surrounded by thick tough capsules. 

The right lobe of the liver has undergone a compensatory hypertrophy. It 
also shows a nutmeg mottling, resulting from backward pressure by a cyst 
which occupied the coronary ligament, and pressed on the heart. 

One special feature revealed by the section is the presence of twin-capsules, 
one of which is suppurating (purulent capsulitis, with disintegration of its 
parasitic contents), while the other is quite healthy and shows a smooth, 
shining inner surface like that of a healthy serous membrane. 

A pair of pellucid exogenously-produced daughter-vesicles occupy a 
depression in its wall. 

The mother-cyst came away with the anterior slice (a photo of which is 
forwarded for comparison). 

The capsule of a growing hydatid is like a serous membrane, sometimes 
the seat of a mild inflammation which does not necessarily go on to suppura- 
tion. 


Fig. 21. Diagram of abdominal wall of a man of 37, who was operated upon 16 times, with 
nineteen incisions in nine years, and eventually cured (at least for several years if not for good). 
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Fig. 20,A. Slice from an omental hydatidoma which was removed, together 
with many isolated mono-cysts (not shown in photo), from a farmer, age 44, 
who first sought advice, in 1886, for a movable abdominal tumor, but who 
only submitted himself to operation November, 1906. 

It is impossible that this multitudinous cystic development is due to 
repeated invasions by accidentally injested ova, because his wife and numerous 
family, existing under the same conditions of life, have entirely escaped infec- 
tion. 

It is also improbable that the plurality of the cysts is due to implantation 
of the escaped contents of a primary cyst in the liver, which had ruptured, 
because the recent abdominal section failed to reveal any traces of such. 

I believe, therefore, that the multiplicity is due toan emigration of daughter- 
vesicles, or perhaps scolices, through the adventitious capsule into the en- 
veloping omentum, such daughter-vesicles and scolices being the asexually- 
produced descendants of the original embryo, which obtained a footing in 
the omentum a quarter of a century previously. The prognosis is dubious, 
because at least a dozen operations will be necessary to rid him of the 
parasite. 

Fig. 20, B. Diagram of the abdominal wall of a man, age 37 (now 41), who 
had been operated upon for multiple peritoneal hydatids 16 times, with 19 
incisions, in 9 years. At the last operation, which, apparently, completed the 
cure, I had the privilege of being present and witnessing the evacuation of a 
dry hydatid (such as is depicted in Fig. 20, A.) and a couple of small implanta- 
tion vesicles developed in the scars of previous incisions. The patient has 
since remained well, which happy result is as much a tribute to his own heroic 
fortitude and faith, as to the skill and perseverance of his surgeon, Col. Chas. 
Ryan, of Melbourne. 
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TRANSACTIONS OF THE CHICAGO SURGICAL SOCIETY 


Stated meeting, March 1, 1907, with the Presi- 
dent, Dr. D. W. Graham, in the chair. 

Dr. E. J. BrouGHAm reported A CASE OF 
RESECTION OF ELEVEN AND ONE-HALF FEET OF 
THE SMALL INTESTINE. 

The case presented to-night is interesting be- 
cause he has been deprived of his jejunum, a 
functionally important part of his small intestine. 
The patient is an Italian, 27 years of age, a rail- 
road laborer by occupation. He has always 
enjoyed good health previously, with the exception 
of an attack of appendicitis, which he suffered two 
years ago and was operated on for in New York. 
There is a scar in the median line of the lower abdo- 
men as evidence of a previous laparotomy. 

His present illness began the morning of Decem- 
ber 25, 1906; he had just arisen from bed, and 
while in the act of drawing his shirt over his head, 
was seized with severe pain in the epigastrium. 
He was nauseated and vomited. The pain and 
vomiting spells continuing, on the 26th a physi- 
cian was called in, who prescribed for him, advis- 
ing him to go to a hospital. 

He was admitted to the Passavant Memorial 
Hospital on the 27th, at 11 o’clock A.M. The ex- 
amination of the patient found the abdominal 
walls very rigid, percussion note tympanitic, every- 
where excepting in the flanks and just above the 
pubis. Distention confined mostly to the median 
portion of the abdomen, above and below the 
umbilicus. No peristalsis was visible; there had 
been no bowel movement since the 24th, and no 
passage of gas for the same length of time. Tem- 
perature was 100°; pulse 114°. 

The diagnosis of acute intestinal obstruction was 
made, probably caused by adhesions from the 
former laparotomy. He was prepared, and I 
operated at 2 P.M., 56 hours from onset of the 
attack. Doctors Hooper, Winer, Ruttunberg, and 
Hall were present; the internes, Doctors Hawkin- 
son and Palm, assisting. 

As soon as the peritoneal cavity was opened a 
large quantity of serous fluid escaped. The 
presenting coils of intestine were distended and 
gangrenous, black in color. 

I enlarged the incision to inspect better the ab- 
dominal contents, and all seemed to be in the same 
condition of gangrene. The upper limit of the 


gangrene was found to have involved the jejunum 
within 2 inches of its commencement. The line of 
demarcation was distinct. There was also present 
here a loop of distended bowel, pressing against 
the left side of the mesentery of the jejunum. 
This loop was gangrenous, having been strangu- 
lated by a firm band. This band was evidently a 
stretched adhesion caused by the previous laparot- 
omy. This was the only condition found which 
might have caused the thrombosis in the mesen- 
teric veins. The resection was made at the com- 
mencement of the jejunum and continued until 
well in normal bowel below. Its total length when 
measured was 114 feet. 

The mesentery was thickened, dark mahogany 
in color, and infiltrated with blood; I resected it 
also. The veins were thrombosed; the arteries 
were active, spurting freely. The intestinal tract 
was widely dilated throughout, the resected por- 
tion filled with a bloody fluid; the serous coat of 
the remaining intestine was highly injected, and 
covered here and there with exudate. 

An end-to-end anastomosis was made with a 
Murphy button, reinforced with a continuous 
catgut suture. The peritoneal cavity was flushed 
well with warm saline solution, and a cigarette 
drain placed in the lower angle of wound, leading 
to bottom of pelvis. 

The patient’s condition was desperate and several 
times he seemed to be on the verge of exitus, but 
rallied with the free use of strychnin, adrenalin, 
and camphorated oil, leaving the table with a 
pulse of 130°. 

His convalescence was uninterrupted. He was 
fed entirely by rectum for the first week, allowing 
small amounts of water by mouth only. He 
passed the button on the sixteenth day. When he 
was discharged from the hospital January 28, 1907, 
32 days after his operation, he weighed 123 
pounds; his weight before illness was 170 pounds. 
He returned in a week to be weighed; his weight 
then was 138 pounds; to-day he weighs 133} 
pounds. 

His stools average 6 in the 24 hours; they are 
unformed, semi-fluid, light mustard in color, and 
alkaline in reaction. They show no free starch but 
considerable free fat. The patient is on a mixed 
diet but does not seem to assimilate enough, as he 
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is always hungry; he is not growing in strength 
nor gaining in weight. Two weeks ago he returned 
to the hospital, on my recommendation, where I 
could observe him on account of rectal tenesmus 
and pain more closely; he also said his stools were 
streaked with blood. On examination I found he 
had annal fissures which have since disappeared 
under treatment. At the present time the patient 
feels perfectly well. 


DISCUSSION 


Dr. M. L. Harris: This case is of unusual 
interest from the fact that the part of the intestine 
removed was the upper part, and it is one of the 
longest pieces of intestine which has been removed 
successfully. It does not seem to make so much 
difference as to the amount that is removed as it 
does the amount which remains. It is evident that 
the amount which can be removed depends very 
largely upon the amount of intestine which the 
patient originally had. We know that the length 
of the intestine varies greatly in different individ- 
uals. From five hundred to six hundred centi- 
meters is the average length of the intestine, but it 
may reach a length of seven hundred or eight hun- 
dred centimeters. A man with a length of seven 
hundred or eight hundred centimeters of intestine 
can lose three hundred centimeters without much 
inconvenience, as more than enough would be left 
to nourish successfully the individual. An indi- 
vidual must have, so far as we are able at present 
to tell from what has already been done in this line 
of work, at least two hundred and fifty centimeters 
of small intestine, in order to digest and absorb 
sufficient food to maintain life. The important 
point, therefore, in considering the removal of the 
small intestine, is not how much we can remove, 
but how much is left. 

Dr. D. N. EIsENDRATH: I have been much 
interested in the pathology of the case as well as in 
the operative portion of it. So far as the operation 
is concerned, the result is a remarkable one, con- 
sidering the extent of the gangrene, and the large 
mortality attending cases of gangrene of the small 
intestine, following embolism and thrombosis of 
the mesenteric vessels. 

In discussing the pathology with him, the first 
question I asked was with reference to the condition 
of the vessels, and the age of the patient. The age 
of this patient would, in all probability, exclude 
gangrene following embolism of the mesenteric 
vessels, so that the only possible cause of the gan- 
grene in this case must have been a band which, in 
all probability, constricted the superior mesenteric 
artery. I would like to have Dr. Brougham tell us 
whether or not he believes in that theory. It seems 
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to me that would explain the gangrene of such a 
large area just as much as either thrombosis or 
embolism. 

Dr. BrouGHam (closing the discussion): With 
reference to the xtiology, I believe it was a throm- 
bosis of the mesenteric vein, and that the gangrene 
was not caused by pressure on the mesenteric ar- 
tery. I also believe that the thrombosis had its 
origin in the gangrenous loop, extending by infec- 
tion from this area. This strangulated loop was 
high up, time was precious, and the patient’s con- 
dition did not permit delay in identifying it; I 
thought at the time it was a loop of jejunum. 
Thrombosis of the mesenteric vessels is a very 
fatal condition. Doctors Jackson, Porter, and 
Quinby (Journal American Medical Association, 
1904) have collected 214 reported cases with only 
4 recoveries; 47 cases were operated on. The 
etiology in this case to-night is extremely interest- 
ing. 

RENAL RESECTION FOR PYONEPHROSIS 


Dr. WiLttAM E. Morcan: I want to report 
this case because of its rarity, and the procedure 
adopted may be of avail to some of you in the future, 
if you should meet with a similar one. It is now 
long enough since the operation to know that it is 
a success. At first, I had grave doubts as to the 
outcome of the operation, but I am in communica- 
tion with the patient occasionally, and know that 
she is well. 

Mrs. O., aged 23, married for six months before 
coming under my observation, entered Mercy Hos- 
pital February 26, 1903. She gave the following 
history: Patient was never robust, yet in fairly 
good health until five years before she came to the 
hospital. Then she began to have sudden attacks 
of severe pain in the small of the back, on the left 
side. She called these “stitches.” She had head- 
ache and malaise with these attacks, and they came 
on every three or four months, lasting from two to 
three days each time. There was no nausea or 
vomiting. The attack was brought on usually by 
exposure to cold or wet feet. If one occurred dur- 
ing the menstrual period it was much worse than 
at other times. Four months before she came 
under my observation, and two months after mar- 
riage, she had severe leucorrhea, which lasted for 
a month, but which stopped after using douches. 
She was never constipated; and there were no 
bladder symptoms. She passed a fair quality of 
water and without pain or distress. 

Now as to the trouble which she had when she 
was admitted to the hospital: For three weeks she 
had malaise and some pain in the back on the right 
side, and one week before admission the pain in the 
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back and right lumbar region became suddenly 
severe, attended with intense headache, high 
temperature, but normal pulse. There were no 
bladder symptoms. On examination, the abdo- 
men was found to be normal, excepting that it was 
tender, and high up on the right side was a mass as 
large as a double fist in the right lumbo-costal 
region, so that it could be felt from behind for- 
ward, and protruded behind. This mass was 
fairly resistant, but still fluctuating, excessively 
tender to the touch, and had a smooth surface. 
There was no movement in this mass with respira- 
tion. Her temperature when she came to the 
hospital was 101.5°, with a history of its having 
been 104° the night before. The amount of urine 
passed for the first twenty-four hours after entering 
the hospital was 700 c.c.; urea in the first twenty- 
four hours three per cent; a trace of albumin; no 
sugar; one or two granular casts; no blood, but 
some pus corpuscles. She suffered no distress in 
the bladder. She did not urinate any more fre- 
quently, or really as often, as normally. The 


urine was thoroughly centrifuged, and a specimen 
examined for tubercle bacilli and none were found. 
The white blood count was 10,200. She remained 
in the hospital three days under observation, 
when a sudden high temperature and delirium 
developed and operation was performed in the night 
by the usual incision for opening the kidney behind, 


parallel with the last rib. The fatty capsule was 
found, opened, and stripped back. In palpating 
the kidney we found it to be three times its normal 
size, and moving with respiration. When ex- 
amined previous to anesthesia, it did not move with 
respiration, but after opening the back, it moved 
up and down easily. Its color varied from a 
whitish to a pale gray, it fluctuated, and its central 
portion was soft and friable. There were no 
special adhesions. 

After packing around with plain gauze, an in- 
cision was made in the center of the fluctuating 
portion, and between eight and ten ounces of dirty, 
grayish-white, purulent material was drawn off, 
which had a disagreeable odor, the odor of sul- 
phureted ammonia, and there was considerable gas 
with it. At first, I thought from the odor that I 
had opened an appendiceal perinephritic abscess. 
Three provisional sutures were put in fascia and 
skin, with plenty of gauze, and one tube which was 
left for drainage. No exploration of interior of 
abscess was made because of weak condition of 
patient. A culture showed pure colon bacillus 
infection, and no other. 

There is very little that can be said about the 
case from that time on until April 4, when she left 
the hospital, having been there for nearly two 
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months. She progressively improved, but there 
was no increase in amount of urine through the 
bladder. The bladder never seemed to excrete 
more than six or seven hundred c.c. in twenty-four 
hours. The pus disappeared, and she continued 
to drain urine through the wound for another 
month after she left the hospital. This urine was 
of excellent quality, and sometimes it required as 
many as five or six dressings a day to catch it all. 
Estimating the urine which came from the other 
kidney and from this kidney, we had the normal 
amount and almost normal quality. The urea 
most of the time ran between 1.3 and 1.7 per cent. 
She went on for another month at home passing her 
urine in this way, and then the urine stopped com- 
ing from wound for a day or two, when her temper- 
ature immediately arose, and her previous symp- 
toms returned. The sinus then opened, letting the 
urine out again, which had a colon bacillus odor. 
She was re-admitted to the hospital on May 16, with 
the intention of having the remainder of the kidney 
removed, or of saving it if I thought I could do so. 
I kept her under observation two or three days 
before operating again, and then with a large 
lumbo-iliac incision disclosed the following pecu- 
liar condition. (Here Dr. Morgan illustrated on 
the blackboard the peculiar condition of the kidney 
which he found.) A distinct kink in the ureter, a 
large sacculated pelvis, and the middle portion of 
the kidney also sacculated (Diagram). On ex- 
amining the two poles of the kidney, I found per- 
fectly normal kidney tissue, with the exception of the 
capsule, which was thicker than normal. Sections of 
each pole, examined with the microscope, showed 
excellent secreting renal tissue. In this second oper- 
ationI made up my mind that I would attempt tosave 
this secreting kidney structure. I first opened the - 
sac, and pulling the kidney out through the wound, 
I found this sac lined by a similar kind of granula- 
tion tissue, which we get with chronic endometritis. 
I took my curette, scraped it off, and in doing so 
found a good, red base, on the flat surface of each 
pole. Then I cut away with scissors all of the renal 
sac-wall, and a portion of the sac of the pelvis, 
so as to reduce the size of the whole sac, which was 
as large as a pintcup. With the object in view of 
finding a ureteral obstruction, possibly a calculus. 
I opened the ureter two inches below the sac, and 
passed a sound easily into the bladder without any 
resistance. In passing a sound upwards, however, 
I could not get into the pelvis of the kidney on 
account of a kink of the ureter which was hidden 
from sight by bands of adhesions. I then adopted 
the same method which Fenger brought out some 
years ago, and which, I believe, was suggested to 
him by the Heineke-Mikulicz operation, (Demon- 


stration), viz., dividing all adhesions, longitudinally 
splitting the valve-like kinks and re-uniting hori- 
zontally, thus converting a narrow-necked and 
pouched funnel into a wide-necked one. I then 
united the poles of the kidney, and the cut edges 
of the pelvis with interrupted pyoktanic catgut 
sutures so as to present the appearance in Dia- 
gram 2. 

For the first few days, in order to be sure the 
ureter would be kept open, I passed a soft catheter 
down through and into the ureter far enough to get 
past the former obstruction, and was more than 
gratified to know, when I took the catheter out five 
days later, that no more urine flowed through the 
wound. In fact, it did not leak for the first two or 
three days any more than three or four drams in 
twenty-four hours. Inside of a month it was healed, 
and the ureter drained nicely. The patient is now 
working as a trained nurse in the East. According 
to an analysis of her urine, with the exception of a 
few pus corpuscles, it is practically normal urine, 
and she is passing nearly 1200 c.c. in twenty-four 
hours. 

DISCUSSION 

Dr. L. L. McArtuur: A word in regard to 
enormous saccular dilatations of the kidney pelvis. 
I have in the past year had three such cases. In 
two of these, in clamping-off, as I thought, the 
diseased kidney and its pedicle, I really clamped 
through a very large pelvis, like the one described 
by Dr. Morgan. I found, when the kidney was 
removed and the clamps taken off, I still had an 
enormous pocket, lined with mucous membrane 
communicating with the ureter. In those two 
cases, trauma was the cause of the kidney trouble, 
occurring one or two years before; a blow from the 
shaft of the wagon in one case, falling over the 
corner of a box in another case. I have rather 
concluded that these saccular dilatations of the 
pelvis of the kidney frequently occur as a result of 
trauma. 

I have had one case of oblique implantation of 
the ureter in the pelvis, with consequent dilatation 
of the kidney. By correcting the kinking of the 
ureter, after the method recommended by Doctors 
Morgan and Fenger, I had a good result. 

Dr. Epwarp H. OcusNner: The case that has 
been reported to us by Dr. Morgan is of so much 
interest that I cannot refrain from calling attention 
to two points: First, the fact that the tumor mass 
did not move with respiration when the patient 
was awake during the first examination, but did 
move with respiration when the patient was anes- 
thetized and the tumor exposed. I have noticed 
this fact several times in cases of pyonephrosis, and 
it simply is another illustration of the fact that the 
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classical text-book signs usually fail us when we 
most need them. I have observed that as soon as 
a patient is thoroughly anesthetized, and especially 
after incision has been made down to the kidney, a 
pyonephrotic kidney will move up and down with 
respiration ; while as long as the patient is awake, 
or only partially anesthetized, it will not move at 
all with respiration. I believe the reason for this 
is the fact that the muscles on the side of the 
lesion, as well as the diaphragm, are restricted in 
their motion because of the inflammatory process. 

Second, in reference to packing an _ infected 
kidney after nephrotomy: I have seen several 
severe secondary hemorrhages because the gauze 
was allowed to come directly in contact with the 
cut surface of the kidney. A drained kidney 
sometimes bleeds profusely, especially if one has 
cut through healthy tissue, and one is greatly 
tempted to pack it immediately and leave the pack- 
ing in place. This I believe is a serious error. 
Primary hemorrhage from an incised kidney is not 
dangerous and can easily be stopped by firm 
pressure with a hot pad, while secondary hemor- 
rhage is extremely dangerous. I believe the 


danger from secondary hemorrhage can _ be 
greatly reduced if one will pack the incised 


pyonephrotic kidney, using gauze and _ rubber 
tissue, or rubber dam, in such a way that the 
pressure is made by the gauze upon the rubber 
tissue, and the rubber tissue upon the cut surface 
of the kidney, avoiding as much as possible direct 
contact between the gauze and the cut surface; 
in other words, a very carefully applied cigarette 
drain. When this drain is removed it is not nearly 
so apt to draw the thrombi out of the larger vessels. 

Dr. JAcop FRANK: I have been very much 
interested in Dr. Morgan’s case, and am very glad 
he brought the subject up and illustrated it so 
nicely. I think the good result he obtained must 
be attributed largely to the fact that the infection 
was from the colon bacillus. Had it been a tuber- 
cular infection, the post-operative result would not 
have been as good. 

The question arises, Did the infection take place 
through the ureter, through the pelvis, or around 
the kidney? Or, did it commence with a perine- 
phritic abscess, and work its way into the kidney 
down into the pelvis? Or did it begin in the ureter, 
or the pelvis, and work its way out? From the 
description given by Dr. Morgan, I am inclined to 
think that there was a perinephritic abscess in the 
first place, which afterward worked its way down 
into the pelvis. There is only one thing he might 
have done before the operation, and that is, to have 
tried to determine whether a ureteral catheter 
would have passed through the ureter, in the en- 
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deavor to find the stone by cystoscopic examination, 
which would not have necessitated the opening of the 
ureter; although in opening the ureter, as he says, 
he accidentally found through the opening that the 
ureter was kinked. Therefore, it would be better, 
probably, in a case of suspected stone, where the 
urine does not come down, to adopt his plan, and 
open the ureter and find out. 

In a paper I presented before the Society some 
years ago, I pointed out that in abscesses of the 
kidney it is better, if one decides to resect a kidney, 
to operate in two sittings. First, to drain, wait 
until the parts have contracted, get them in a fairly 
aseptic condition — and in this case it was fortunate 
Dr. Morgan did this, because he had time to find 
out the nature of the infection. 

Dr. Morcan (closing the discussion): With 
reference to hemorrhage in this particular instance, 
it did not bother me either in the first or second 
operation. It is my custom, when a kidney bleeds 
during operation, to make pressure on both sides 
of the kidney, as I find that if I can get it between 
my hands and make pressure for a moment or two, 
the kidney will stop bleeding. Once in a while a 
kidney will bleed profusely, and then it may be 
necessary to use a light ligature with a curved 
needle. But, as a rule, I find moderate compres- 
sion of the kidney from the outside will control 
hemorrhage; and especially is this so in cases of 
nephropexy, when we bring the kidney out through 
the lumbar wound, and thus interfere with the 
return circulation from its poles when we strip the 
capsule off. In such a case the hemorrhage can be 
stopped, not by making pressure on the abraded 
surfaces, but simply by grasping the kidney with 
one or both hands and squeezing it together, hold- 
ing it there for an instant. I never use the iodo- 
form-gauze around a kidney unless it be tubercu- 
lar; I put a little bit of iodoform-gauze on the 
tubercular spots or where I have curetted the spots 
away. I am afraid of iodoform, because I once 
had a severe fright from its use. 

I did a nephropexy and adopted a method which 
I read about in some German medical journal. 
Instead of putting in sutures, I introduced a strip 
of 10 per cent iodoform-gauze above the kidney, 
and within forty-eight hours the patient had vio- 
lent iodoform poisoning. I did not recognize it 
as iodoform poisoning until I smelled the iodo- 
form in her breath and I caught on then. She 
recovered, but I have never put iodoform-gauze 
around the kidney since. 

The peculiar thing about the pathology of this 
case is that the infection involved the pelvis of the 
kidney and a central section of the kidney bearing 
the poles intact; while the ureter seemed to be per- 
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fectly normal all the way through from the pelvis 
down, with the exception of the kink. I do not 
claim such an operation would be feasible in a case 
of pyelitis, with pyelonephritis of the ordinary type, 
or where there are multiple abscesses. I do not 
think such a kidney would be worth saving. The 
thing that induced me to save this kidney was the 
fact that the poles had good tissue. Any kidney 
tissue that was secreting eight to ten ounces of 
urine a day, or sometimes more, I knew was worth 
saving. I donot think infection began with a peri- 
nephritic abscess, because there was nothing in the 
cellular tissue around the kidney to indicate any 
such factor. I did not like to open the pelvis of 
the kidney and attempt to explore from there, be- 
cause with a funnel-shaped sac one is liable to lose 
the sound on one side or the other unless he has 
a delicate touch; while if we open the ureter five 
or six inches below the kidney, we can feel upwards 
or downwards, and we have a long range of oper- 
ation. 

I agree with Dr. Frank that the two-step opera- 
tion is the only one to use where we have an acute 
infection of the kidney, whether we are going to 
resect the kidney or not. With an acute infection 
of the kidney or its pelvis, we should be satisfied 
first with simply draining the kidney, and let the 
patient get better before attemping future treat- 
ment. 


TABETIC FRACTURE OF THE OS CALCIS 


Dr. D. N. EIsENDRATH: The first case I wish 
to show is an extremely interesting one from a diag- 
nostic standpoint. 

A year ago last December this man was sent to 
me on account of a supposed injury of the left ankle 
joint. I examined him, and found that the entire 
ankle joint was very much swollen, but the swell- 
ing was most marked over the os calcis. Upon 
inquiring as to the history of an injury, patient 
stated that*he did not hurt himself in any way, so 
far as he could remember. I found that I could 
take the posterior portion of the os calcis and move 
it about; I could elicit some crepitus there, but it 
caused no-pain. We examined him further, and 
found he had the Argyll-Robertson pupil; loss of 
knee jerks, but at that time there was no tabetic 
gait, and Romberg’s symptom was not marked. 
We made a diagnosis of tabetic fracture of the os 
calcis. I did not see the man for over a year. He 
came to see me three weeks ago, saying that he had 
been driving an automobile all this time, and had 
been able to run the machine with perfect safety to 
the occupants, but, he said, in running the auto- 
mobile he had rubbed his arm constantly (his right 
ulna) against a portion of the machine, and that 


he suddenly found he could not use it. When I 
saw him two weeks ago, there was a distinct false 
point of motion at the middle of the ulna. At the 
same time, we took a picture of the os calcis, which 
showed that under the treatment given a year ago, 
that is, giving him iodides for a short time, the os 
calcis had united perfectly, and with the exception 
of one fragment (the upper), which looks more 
prominent, one could hardly see any traces of a 
fracture. The ulna showed that there was very 
little callous formation, but under large doses of 
iodides he began to have an immense bony callous 
formation. I will ask him to pass around so that 
you may notice the marked tabetic gait. 

The case is of considerable interest in this 
respect: In the Cook County Hospital we get from 
time to time cases of fractures which are resistant to 
treatment. These cases are sent inas instances of 
ununited fractures, and were it not for the fact that 
we bear in mind the possibility of tabetic fractures, 
our experience would be quite difficult. Not long 
ago a case of this kind of supracondyloid fracture 
of the humerus was sent in, which had existed four 
weeks without union. The patient was kept under 
observation for three or four weeks before a diag- 
nosis of tabes was made, and shortly after the 
patient began taking large doses of the iodides, 
healing took place. 


REMOVAL OF A SAFETY-PIN FROM THE TRACHEA 


I want to show a number of X-ray plates. First, 
I wish to report a case of removal of a safety-pin 
from the trachea. A child, five years old, swal- 
lowed a safety-pin last July. The boy had two 
or three safety-pins in his mouth, and swallowed 
one of the second size. I did not see the boy until 
September of this year. At that time the history 
given was this: The boy was in the country, where 
they examined him with a fluoroscope, which is an 
unsatisfactory method of examining these cases. 
This examination was made in Central Illinois, and 
they could not find the safety-pin. The little fellow 
had repeated attacks of coughing, and during one 
attack his temperature went up to 105°, so that 
a diagnosis of diphtheria was made, and he was 
given large doses of antitoxin. We found that the 
safety-pin was lodged at the bifurcation of the 
trachea; it stood on edge above the sternum. He 
had repeated attacks of coughing, with strangula- 
tion. His temperature was 102°. I asked Dr. 
Pierce to pass the Killian instrument and try to get 
the safety-pin out through the larynx. The boy 
was anesthetized with that object in view, and we 
were ready to do a tracheotomy, if necesssary. He 
was unable to pass the Killian instrument on ac- 
count of strangulation. Dr. Pierce advised that the 
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Killian instrument be tried no longer. Dr. Ingals, 
of this city, has had a recent similar experience in 
which he had to give up the Killian instrument and 
do a low tracheotomy. We did a tracheotomy, 
grasped the pin with forceps, and pulled it out. 

Immediately after the operation the boy’s tem- 
perature ranged from 103° to 105°; it continued at 
intervals to reach 1or° in the morning to 105° in 
the evening. We examined his mediastinum and 
the tracheal opening for sepsis; also had an intern- 
ist examine his lungs, but he could not discover any- 
thing other than that the patient had a septic 
broncho-pneumonia, which was a repetition of 
what he had before the safety-pin was removed. 
Acting on a suggestion that these cases of broncho- 
pneumonia do best when they have a change of 
climate, we sent him home without further treat- 
ment, and at the end of the week his temperature 
was normal, 


FRACTURES OF THE METACARPAL BONES 


The next X-ray plates I wish to show concern a 
subject which is just beginning to be known, and 
that is, fractures of the metacarpal bones. We 
now make it a practice to examine every case of 
injury of the hand, especially those in which pain 
persists for some time, and in quite a large propor- 
tion of them we are beginning to find that the cause 
of the pain is a fracture of the metacarpal bones. 

This X-ray plate shows a typical fracture of the 
metacarpal bones of the index finger, middle finger, 
and ring finger. These metacarpal bone fractures 
are oftentimes not diagnosed, but treated as cases 
of sprains of the hands, and it is not until callus 
appears or forms that we are able to make the 
diagnosis. 

There are a number of interesting articles on the 
subject of fractures of the metacarpal bones; one 
recently by Schultz, who divides these fractures 
into those of the shaft and those of the ends. Those 
of the ends are classed as articular fractures, and 
those of the shaft as belonging to the transverse 
variety, and most of our X-ray plates are of that 
variety. 

This plate shows a transverse fracture of the 
shaft, with a moderate amount of displacement. 
The displacement is distinctly shown. Schultz 
advises in every case, where there is suspicion of 
fracture of the phalanges, that two views be 
taken; namely, an antero-posterior view, and a 
lateral view. 

The majority of these transverse fractures are 
due to direct violence. Men get their hands 
crushed. Here is an X-ray plate of the oblique 
variety of fracture close to the articular end. In 
the oblique variety there is usually considerable 
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displacement. Here is a plate showing consider- 
able displacement in a case of metacarpal fracture. 

Last of all, I want to show something that was 
called to my attention yesterday. After speaking 
on fractures of the lower end of the humerus, one 
of the students at the college called my attention to 
the condition of cubitus varus following a fracture 
when he was ten years old. He is now twenty-two 
years of age. It illustrates very prettily what Stimson 
called attention to in the Annals of Surgery, in 1892. 
It was formerly supposed that fractures of the in- 
ternal condyle were the only variety followed by a 
cubitus varus. There would be a fracture of the 
internal condyle, for instance, and that would slip 
up and produce a cubitus varus. That is never 
produced by that variety of fracture, according to 
Stimson, but is due to supracondyloid fracture, 
and there is angular deformity. We are not apt to 
have a cubitus varus resulting from a supracondy- 
lar fracture. This X-ray plate shows it very well, 
and it can be seen by examining the boy’s arm; 
the internal condyle is on a much higher level than 
the external. 


DISCUSSION ON DR. EISENDRATH’S CASES 


Dr. WitttAM E. Morcan: I was glad to see 
these skiagraphs of fractures, because they are 
exceedingly interesting. 

The case of safety-pin in the trachea was inter- 
esting to me especially, as not long since I had a 
case in which a safety-pin was lodged farther down, 
in the right bronchus; and the Lord was with me 
in that case or I would not have gotten that pin out. 
I did a low tracheotomy and tried to see where the 
pin was. I knew where it was from the skiagraphs. 
I was puzzled to know how to get to look down into 
the trachea far enough to see into the right bron- 
chus and find the safety-pin. I did not want to 
put a forceps down there and feel for it without 
seeing it, for fear I might push it farther, and if I 
should push it farther, I would never get it. I had 
in my instrument case a piece of silver tubing, 
larger than the largest tracheotomy tube and the 
tracheotomy tube did not have the right curve for 
looking down. This piece of ‘silver. tubing was 
used at a bladder drainage tube for a while; I threw 
it aside as being worthless, still it was lurking 
around always in the way. The idea occurred to 
me that I could use that piece of silver tubing. I 
did a low tracheotomy, inserted this tube, and at the 
end of it I could see the pin, which I pulled out 
with a pair of forceps. It was an open safety-pin, 
with the open portion pointing upward. It would 
have been an easy thing to grasp, but in so doing 
one might drag the patient’s windpipe all to pieces. 
I have been thankful since that that old piece of 
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tubing stayed in my way so many years, because it 
did me such good service at the time. 

The case of specific fracture was interesting to 
me. I would hardly like, however, to attribute 
pathological nodes and fractures directly to a 
tabetic condition. May not that be simply a coin- 
cidental affair, and the fractures not due to the 
tabes? If he only had a single healed fracture, I 
would be more inclined to believe positively in the 
neural theory as to the origin of this fracture; but 
having involved also the forearm, and the two 
fractures being so far apart, I should be rather 
inclined to think that these fractures were due to 
specific nodes in the bones and to the patient’s 
violent exercise, jumping, etc., and the bones hap- 
pened to break at the point of pathology, rather 
than to the tabes. Still, that it largely a matter of 
guesswork. We know ‘that if this man has had 
syphilis, the iodides will do him good. 

Dr. A. B. KANAVEL read a paper, by invitation, 
on Leontiasis Ossea. (See paper, ante page-719.) 


DISCUSSION 


Dr. H. Kann: I have examined the ears and 
upper air passages of this patient. The ears show 
the external auditory canal is not contracted and 
the membrana tympani practically normal. The 
tuning-fork and voice tests were unreliable, except 
one, which was striking. The higher tuning-fork, 
C4, perception was much shorter than normal, 
showing possible involvement of the internal ear. 
The nasal cavities by anterior rhinoscopy, both right 
and left, are occluded, with the exception of a nar- 
row slit between the lateral wall and septum on 
both sides. The septum is comparatively straight 
on the left side, the outline of the anterior end of 
the middle turbinal can be made out; but the 
inferior turbinal seems to be fused with the floor of 
the nose, exhibiting a sort of projection, and com- 
pletely obliterating the inferior meatus. On the 
right side the cavity is somewhat narrower than on 
the left; and no vestige of the middle turbinal can 
be observed by anterior rhinoscopy. The inferior 
turbinal on the left side is fused with the floor of the 
nose and obliterating the meatus. The mucous 
membrane of the nose is altered, being of a grayish- 
pink, and has a soggy, infiltrated appearance. In 
both nostrils we find a slight amount of white, 
thick, very odorous or ill-smelling pus. Wecould 
not determine the place of origin of this pus on 
account of the narrow nasal cavity. Posterior 
rhinoscopic picture shows somewhat narrow choanal 
openings on both sides. No inferior turbinal 


was visible, and only a large projecting mass on 
each side in the place of the middle and superior 
The patient has a complete anosmia, as 


turbinal. 
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is noted by Dr. Kanavel. The vault of the naso- 
pharynx, especially toward the left side, contained 
pus. The pharynx was somewhat redder than 
normal, was dry and shiny. The larynx was nega- 
tive. As to the roof of the mouth, the hard palate 
was broad and arched, with a tendency toward the 
Gothic form, and the rugz of this portion of the 
mouth were large and very prominent. 

Dr. ALEXANDER A. GOLDsMITH: I have only a 
few words to say. The bone was hard and on sec- 
tion shows the ordinary bone lamelle and bone 
corpuscles, and also the Haversian canals. On 
account of the difficulty in decalcifying the struc- 
ture, I was unable to find osteoblasts or osteoclasts. 
One part shows, in addition to bone, tissue which 
may said to resemble, somewhat, sarcoma. Some- 
one has reported a case showing similar tissue, but 
there is not enough of this structure to be certain 
of it. On account of the poor staining power, 
the cells are not definite in their outline. 

Dr. D’Orsay Hecut: I agree substantially 
with what Dr. Kanavel has said in reference to 
the surgical possibilities in this very uncommon, 
hence all the more interesting, morbid process — 
leontiasis ossea. The several points of neurologic 
interest in this condition are my only justification 
for offering a few desultory remarks. 

Dr. Kanavel is to be congratulated for bringing 
to the attention of this Society a subject present- 
ing a surgical problem which from operative prem- 
ises, strange to say, has been only half-understood 
or altogether neglected. In any surgical under- 
taking a thorough understanding of the under- 
lying pathology is essential to the result; but in 
leontiasis ossea and the larger group of conditions 
with which it is commonly classified, the pathology 
remains a closed book. In neurologic literature 
this disease receives mention in association with 
allied disorders, such as acromegaly, myxedema, 
hyperostosis cranii, and gigantism, under a family 
name, the “Tropho-Neuroses,” but our search 
for an adequate explanation and localization of a 
“tropho-neurotic”’ center and its function has been 
disappointing. I do not hesitate to say that every- 
thing with reference to it is purely speculative. 
Perhaps our only justification for grouping the var- 
ious disorders mentioned, after this fashion, thus 
conceding their tropho-neurotic origin, is their 
occurrence in the middle time of life, their symmet- 
rical exhibition, and their tendency to progress. 
One other bit of evidence in favor of a neuro-trophic 
origin has been adduced in these cases of leontiasis 
ossea by Baumgarten, who is one of the classical 
investigators of the subject. He found that the 
foramina of some of the skulls examined failed to 
show any narrowing, but rather a widening, of the 
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apertures for vessels and nerves, which, to his 
mind, indicated a process of trophic rather than 
of inflammatory type. This point, I believe, is 
well taken and should not be underestimated. 

As to the réle played by the pituitary gland in 
these disorders, whether or not the perverted secre- 
tions from its glandular structure assume any im- 
portance, I believe nothing can be said with defi- 
niteness. It is, however, my personal opinion that 
leontiasis ossea is not a partial form of gigantism, 
and that the two conditions have little, if anything, 
in common. 

Dr. Kanavel’s operative suggestions in the nature 
of a decompression measure such as has been insti- 
tuted in brain-tumor cases has something to com- 
mend it and brings the issue of intracranial pres- 
sure into discussion. The symptoms arising from 
encephalic tension present in leontiasis ossea appar- 
ently do not differ from those due to brain-tumor. 
I refer to headache, exopthalmos, optic neuritis, 
blindness, ocular palsies, epileptiform seizures, 
dysphagias, anosmia, and mental enfeeblement, any 
one or all of which are induced by the encroach- 
ment of bony growth on the cranial cavity as a whole 
and at the cranial exits in particular. But in brain- 
tumor cases, we have never been able to satisfy 
ourselves of the exact ratio between positive intra- 
cranial pressure and the existence of headache, 
vomiting, and optic neuritis; for so often the pres- 
sure has been demonstrated to be great and the 
symptoms slight, or the symptoms intense and the 
pressure insignificant. Headaches are presumably 
dural in origin, meningeal, if you please, and only 
when the sensory filaments supplying the dura are 
involved, do we have exhibited pain. It has been 
suggested by someone— Putnam, I believe — in 
dwelling upon hyperostosis cranii, that the head- 
ache which commonly follows the bony changes in 
leontiasis, is present as a diffuse or localized pain 
in about one-half the cases, and then is due rather 
to a disease of the bone itself (osteocopic pain) than 
to intracranial pressure. In this conclusion, he is 
upheld by Baumgarten, who states that head pain 
is present in leontiasis without there being evi- 
dence of attending pressure. 

The vomiting of neoplasm is another enigma; 
whether of bulbar or vagus origin is still questioned. 
Optic neuritis under like circumstances has not 
been satisfactorily explained as a pressure phe- 
nomenon alone. Therefore a theoretical inquiry 
would tend to show that the criteria of intracran- 
ial pressure are not always trustworthy, whether 
ascribed to brain-tumor or bony invasion. 

Perhaps the entire incentive for the surgical 
maneuver to relieve intracranial pressure comes 
from the careful, yet fearless work of Horsley in 
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England and Keen, Cushing, and Frazier in our 
own country. Their writings certainly prejudice 
in favor of a palliative measure, a decompressive 
operation for the relief of brain-tumor symptoms 
where a diffuse intracranial pressure is perhaps at 
fault. After all, the chief indication for decom- 
pression is an amelioration of the severe headaches 
and subsidence of the optic neuritis. 

Dr. Kanavel, as he said, has conceived of the 
measure as palliative, first, last, and always, and I 
would subscribe to his views with this single quali- 
fication, to operate if he is reasonably sure of exist- 
ing diffuse pressure. If the evidence is in favor of 
local tension from foraminal occlusion alone, then 
the decompression measure would to me seem con- 
tra-indicated or at least of little avail. Dr. Kana- 
vel has surely thrown out a valuable hint for sur- 
gical activity in a new though very restricted field. 

Dr. E. F. SNyDACKER: The essayist has en- 
tered into the eye-findings so thoroughly that there 
is very little for me to add. One or two points, 
however, might be touched on a little more. That 
portion of the orbit which is most commonly in- 
volved in this rare disease is the inferior margin. 
This brings with it a complication that is often 
annoying and dangerous —the lachrymal pas- 
sages are occluded; tears and mucus secreted by 
the eyes stagnate in the sac; we get blenorrhea of 
the sac; the eyes are constantly bathed in pus, and 
we have dangerous corneal complications as a 
result. When proptosis is present, the visual 
axes are no longer parallel, consequently binocu- 
lar vision becomes impossible. Diplopia ensues, 


and one of two things occurs; the patient must 
learn to suppress the image of the displaced eye, 
or the eye must be occluded. 


In either case the 
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function of the eye is absolutely lost and the patient 
is practically blind in that eye. Therefore, it seems 
to me, where an eye is displaced by exostosis in the 
orbit, it is indicated, and a perfectly rational thing 
to do, is to remove that exostosis. As Dr. Kanavel 
pointed out, where blindness does occur it occurs 
from purely mechanical causes. These may be 
intracranial or orbital. It is important to make a 
differential diagnosis, so far as doing any good is 
concerned, as to whether the condition is an intra- 
cranial or orbital one, because I think an orbital 
condition can be easily relieved, but I am inclined 
to doubt whether the condition can be relieved 
if it is intracranial. The differential diagnosis 
should not present very many difficulties. In the 
first place, we have the X-ray, which would help 
us materially. If the condition is intra-orbital, we 
usually have displacement of the eyeball. Almost 
invariably, as the docter showed, blindness re- 
sulted where the eyeball had been displaced. Then, 
of course, we can do the Krénlein operation or 
osteoplastic resection of the outer wall, which gives 
admirable access to the orbit, and absolutely deter- 
mines whether the condition is orbital or not. 

Some years ago I helped Dr. Hale in a Krin- 
lein operation, and we were able to see not only the 
outer portion of the orbit, but to get a good view of 
the optic nerve and canal, so that it is easily possi- 
ble through such an operation to determine accu- 
rately whether the compression is intra-orbital, 
and if so, it could be relieved with ease. I should 
regard a surgeon as remiss indeed who would sit by 
and let a patient become blind from intra-orbital 
compression where it is possible to relieve the con- 
dition effectively by a simple operation, and one 
that is not at all dangerous. 
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STUDIES IN VESSEL SURGERY — CIRCULAR AR- 
TERIAL SUTURE AND VESSEL TRANSPLANTATION. 
By Dr. R. Stich, Privat Docent; Dr. M. M. Mak- 
kas, Assistant; Dr. C. E. Dowman; from the 
Breslau Surgical Clinic, Prof. Garré, Director. 

These investigators made a series of 31 exper- 
iments on various animals, making resections and 
transplantations of various vessels. A short review 
of the most important articles upon the subject of 
vessel suture, which have appeared up to the pres- 
ent time, is given. The work of Carrel, Payr, and 
Murphy is particularly spoken of. 

The experimental operations are tabulated as 
follows : 


1. Circular arterial suture ............. 7 
2. Circular vein suture. ............... 2 
3- Arterial transplantation ............. 13 
4. Vein transplantation ................ 6 
5. Arterio-venous anastomosis........... 

31 


I. TECHNIQUE 


In order to facilitate the placing of sutures, 3 
traction threads are introduced into the cut edges 
of the vessel at points equidistant from each other. 
By traction upon these, the curved edges of the 
vessel are made straight, becoming, in fact, an 
equilateral triangle instead of a circle. Into these 
straight and firmly-held edges, the sutures are much 
more readily introduced than into the curved and 
loose edges without such fixation. 

1. Needles. Extremely fine intestinal needles 
were used, 15 mm. long, of a diameter of 0.25 mm. 
and curved to 4 of a circle. 

2. Suture material. The finest of intestinal 
silk was employed. This was boiled one-half hour 
and kept in sterile liquid paraffin, the oil causing 
the silk to be very smooth and easily drawn through, 
and holding all the finer fibers in close contact. 
The strength of the silk was not impaired thereby. 

3. Chemical disinfectants were avoided in order 
to avoid any damage thereby to endothelium, and to 
diminish any tendency to clot formation. 

4. Clamps. The blades were covered with rub- 
ber-tubing and over this were two layers of gauze, 
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in order to-avoid slipping. The clamps described 
are those of Hépfner. The authors state that by 
careful handling no lesions of the intima occurred. 

5. Asepsis. Of the most painstaking kind. In 
spite of care, some superficial infections occurred 
by the animals scratching, etc. 


II. SPECIAL TECHNIQUE 


1. Isolation of 6-10 cm. of the vessel. It is not 
necessary to dissect away all of the periadventitial 
tissue. 2. Application of clamps. 3. Severing 
of vessel transversely and resection of a portion. 
4. Removal from vessel-ends of any remaining 
particles of periadventitial tissue. Removal of any 
blood remaining between the clamps. 

5. Place and tie the three traction threads, evert- 
ing edges so endothelial surfaces come in contact. 
Completion of anastomosis by running suture, 
starting on inner wall of vessel, and passing 
through entire thickness of wall. 6. Removal of 
clamp hemorrhage through stitch holes was as a 
rule controlled in 3-5 minutes by compression. 


Ill. RESULTS 


1. Circular Arterial Suture. Of 6 cases, 5 
were successful, the artery being found patulous 
after 4-150 days had elapsed. The sutures were 
usually still visible within the artery. 

2. Vessel Transplantation. (a) Two successful 
cases of transplantation of a piece of an artery into 
a defect in another artery in an animal of similar 
character; a portion of femoral being put into the 
carotid and vice versa. (b) In 5 cases a portion of 
an artery was taken from another animal which 
had been killed by CHC13, 15 minutes to 14 hours 
previous to the time of experiment. In 2 of these 
cases failure is recorded. (c) Transplantation of a 
portion of vessel from an animal of another species. 
Of 6 attempts, 3 were successful. 

3. Vein Transplantation —placing a portion of a 
vein into a defect in an artery. Of 6 cases, 2 suc- 
cesses and 4 failures are noted. 

4. Circular Anastomosis between artery and 
vein. Of 3 attempts all failed. 
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5. Circular Vein Suture. 
1 succeeded. 


Two cases, 1 failed, 


Iv. CONCLUSIONS 

1. The uniting of severed arteries is possible in 
both large and small arteries, without especial diffi- 
culty, by means of the method noted. This 
method — correct technique and asepsis being as- 
sumed — restores the function with great certainty. 

2. For replacing lost portions of arteries it is 
found best to use material taken from the same 
individual, or from another animal of the same 
species; for example, from freshly-amputated 
limbs. 

3. It is, however, possible to implant portions 
of arteries from freshly-killed animals of the same 
species. 

4. It is also possible to implant such material 
from animals of another species. 

5. It is possible to implant a section of a vein 
into an artery. The wall of the vein soon becomes 
much thicker and is able to withstand the arterial 
pressure.— Beitrige zur Gefiésschirurgie — Cir- 
kulare Arteriennaht und Gefasstransplantationen. 
Beitrage zur klinischen Chirurgie, vol. liii. 

W. C. DanrortH, M. D. 


SUTURE OF BLOOD-VESSELS, IMPLANTATION AND 
TRANSPLANTATION OF VESSELS AND ORGANS. AN 
HIsTORICAL AND EXPERIMENTAL STupDy. By Ste- 
phen H. Watts, M. D., of Johns Hopkins Hospi- 
tal. 

This article is extremely interesting and instruc- 
tive from several points of view. It is impossible 
to abstract it properly as a whole, and anyone is 
advised to study it carefully to get its true value. 
The historical reports are complete, and the bibli- 
ography exhaustive, showing without any modifi- 
cation just what has been accomplished along this 
very interesting line of study. The author’s own 
experiments are carefully planned and the reports 
concise. The suture of arteries and veins was per- 
formed after the method of Carrel, and in all cases 
was successful. The intima regenerated rapidly. 
There was also a regeneration of the elastic fibres, 
except those of the inner elastic membrane, where 
there was no apparent proliferation of elastic tissue. 
The muscularis seemed also to show some ability 
to proliferate. Where the proximal end of an 
artery was joined to the distal end of a vein, the 
vein became dilated and the walls hypertrophied. 
This hypertrophy was due to an increase in the 
size and number of the structures in the wall, 
except the elastic fibres in the media and adventitia. 
These seemed reduced in number. In the veins 
there were also elevated white patches on the intima 
which resembled atheroma macroscopically, but 
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with the microscope no areas of degeneration were 
found. The thickening was composed of the sub- 
intimal connective tissue and there was very little 
elastic tissue in the center, although around the 
edges of these pseudo-atheromatous planks there 
was an increase of the elastic fibres. Clinically, 
the vein became very much dilated and there was 
a bruit over the point of anastomosis. The parts 
applied by the vein became very edematous 
and remained in this condition for several weeks, 
after which time it began to get smaller, but it 
never regained its normal proportion during the 
life of the experiment. The artery, whose distal 
portion had been joined to the proximal portion 
of the vein, was atrophied and did not take on the 
functions of the vein. In the latter anastomosis 
of arteries and veins, the blood current of the artery 
was short-circuited back toward the heart, and did 
not add to the peripheral circulation at all. These 
openings also showed a marked tendency to close 
spontaneously. 

The auto-transplantation of arteries and veins 
was not very successful, because of the interference 
with the blood supply of the transplanted portion 
and the large amount of handling that was neces- 
sary during the operation. The results show 
conclusively that completely divided vessels can 
be sutured with almost uniform success, when the 
asepsis and technique is good. The intima can 
be included in the suture with impunity, the 
application of the suture being thus greatly facili- 
tated. 

The transplantation of organs was not success- 
ful and the author lays his failure to errors in 
technique. The author believes that asepsis and 
exact suturing cannot be too carefully followed. 
He also believes with Carrel that there may be a 
minor grade of infection, not severe enough to 
cause pus but enough to cause thrombosis in an 
injured vessel.— Bulletin Johns Hopkins Hos- 
pital, Baltimore, May, 1907. 

Ws. R. CusBIns. 


Report OF A CASE OF HEMOPHILIC KNEE- 
Jomt. Recovery UNDER THE USE OF THy- 
rom Exrract. By J. T. Rugh, M. D., Phila- 
delphia. 

A case of recurring trouble in the knee-joint was 
operated and found to show the condition of a 
hemophilic joint. There was no bleeding at the 
time of the operation, but it began after the patient 
had been returned to bed, and continued to ooze 
several weeks, during which time it was impossible 
to check it. Gelatin and adrenalin were tried 
internally with little effect. Finally the patient 


was given thyroid extract, five grains three times 


a 
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a day, with an immediate and marked improve- 
ment. This improvement has continued until the 
present time, and the knee shows no signs of trou- 
ble.— Annals of Surgery, May, 1907. 

Wa. R. CusBIns. 


METHOD OF USING THE TONGUE IN SUPPLY- 
ING A DEFECT OF THE CHEEK. By Willard Bart- 
lett, M. D., St. Louis, Missouri. 

The patient was a man with carcinoma of the 
cheek that had perforated so that it was necessary 
to remove all of the mucosa. The teeth upon the 
diseased side had previously been removed. In 
removing the tumor, it was found that so much 
of the mucous membrane of the mouth had to 
be sacrificed that the edges could not be approxi- 
mated. So a horizontal cut was made in the side 
of the tongue, and the tongue split almost to the 
median line. The cut edges of the mucous mem- 
brane of the tongue were then sutured to the cut 
edges of the mucosa of the cheeks, leaving a raw 
surface external. The skin of the face was then 
dissected up and carefully approximated. The 
wound healed primarily and the patient has 
suffered no difficulty in chewing, talking, or swal- 
lowing; and the tongue, although firmly fixed, 
still has a wide range of movement.— Annals of 
Surgery, 1907. 

Wa. R. CuBBINS. 


THE CONTRIBUTIONS TO THE STUDY AND 
‘TREATMENT OF IMPASSIBLE NON-CANCEROUS 
STRICTURES OF THE (EsopHacus. By Gross, M. 
D., and Sencert, M. D. 

All strictures of the cesophagus should be 
carefully inspected with an cesophagoscope before 
concluding that they are impassible, because one 
is thus frequently able to see the small stricture, 
and to introduce a dilating instrument. Where 
the blind seeking of such an opening with a bougie 
would be dangerous and unsuccessful, if the sac- 
culation above the stricture should be marked, 
and ulcerated, it is safer to attempt a retrograde 
dilatation than to risk dilating the inflamed tis- 
sues. This can be done best by a method of the 
author’s, by which a small opening is made in the 
anterior wall of the stomach, and an cesophago- 
scope is passed in through the cardia, with the 
purse-string around the gastric opening to prevent 
leakage. In this way one can make an accurate 
examination of the condition below the stricture, 
and if necessary dilate with an instrument intro- 
duced through the cesophagoscope.— Revue de 
Chirurgie, 1907, No. xxvii, 1. 

Wm. R. CuBBINS. 
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THE QUESTION OF SUTURE IN PATELLA FRAC- 
TURES. By Dr. Richard Lewisohn, from the Hei- 
delberg Surgical Clinic, Prof. Czerny, Director. 

Lewisohn reports 31 cases treated without suture, 
and 9 cases treated with suture, these being cases 
observed in Heidelberg since 1878. The cases 
came to the clinic at times varying from one and 
one half years to immediately after the injury. 
The greater number had been caused by direct 
violence. Twenty-six of these cases were examined 
from one to twenty years after the injury. 

The technique used consisted in a curved incis- 
ion (in one case a vertical incision) exposing the 
patella. In 6 cases silver-wire sutures only were 
passed through the patella; in 3 cases these were 
reinforced by catgut placed laterally. 

The non-operative treatment consisted in the 
removal of the blood effusion by pressure, or by 
aspiration if pressure did not suffice; the bringing 
together of the fragments by strips of adhesive 
overlapping one another above and below the frac- 
ture; and massage of the limb. 

In examining the cases afterward two points were 
considered: First, the condition of the patella it- 
self; second, the function of the limb. 

Of the 18 non-operated cases, in 8 the result was 
excellent. In only 2 of these was a true bony 
union present. The 2 best results, of all the 
26 cases which could be followed up, belonged in 
this group. In neither of these 2 was bony union 
present, yet the patients pursued more than ordi- 
narily active occupations constantly, without any 
discomfort. 

It is of interest to note that in 7 cases in which 
the results were only fair, 5 showed a firm union of 
the fragments, and 2 a less firm or fibrous union. 
Three cases showed bad results. In one an an- 
kylosis of the knee occurred; a second showed an 
interval of 12 cm. between the fragments; and in 
the third, a woman of 71, chronic arthritic proc- 
esses were present. 

Of the 8 cases of suture which were followed up, 
2 showed bad results, and in both of these was 
bony union present. One of these could bend the 
knee but very slightly. Only one operated case 
gave an excellent result, and in this one the wire cut 
through and a considerable diastasis occurred. 

Lewisohn states his conclusion as follows: 
“(r) A firm union of the fragments plays by no 
means the most important réle. (2) The conserv- 
atively-treated cases not only compare favorably 
with the operated ones but even surpass them in 
the end-results."— Fiir Frage der Naht bei 
Patellajrakturen Beitrige zur klinischen Chi- 
rurgie, Vol. 52. W. C. Danrorta, M. D. 


| 


ABSTRACTS OF CURRENT LITERATURE 


DEPARTMENT OF OBSTETRICS 


UNDER THE CHARGE OF 


C. S. Bacon, M. D. 

C. v. BACHELLE, M. D. 
CHoREA DurRING PREGNANCY. By William 
Fletcher Shaw. 

Eleven cases of chorea of pregnancy are reported 
in this communication. The first two cases were 
treated on traditional lines with most unsatisfactory 
results. It was then decided to try a totally differ- 
ent antitoxemic treatment (first suggested by 
Fothergill), by which patients were put on a milk 
diet and elimination increased. In nine cases so 
treated the best results were secured. The idea 
underlying the experiment was that the toxemia 
of pregnancy lowers the resistance of the nervous 
system, and puts it in a state of heightened irrita- 
bility, so that it responds to stimuli, chemical, 
emotional, etc., which would not otherwise produce 
any result perceptible by ordinary clinical methods 
of observation. The eleven case reports are given 
in detail, and a general review of the literature is 
added. Based upon the hypothesis above given, 
the treatment aims at (1) removing the predisposing 
cause, (2) removing the determining cause, (3) 
treating the symptoms if necessary. 

Shaw’s conclusions are: 

1. The chorea of pregnancy, like other choreas 
is due to a toxin which appears to be identical with, 
or closely to resemble, that of acute rheumatism. 

2. It affects human subjects under two circum- 
stances, both of these being characterized by insta- 
bility or irritability of the nervous system, namely, 
childhood and pregnancy. 

3. The cause of the instability or irritability of the 
nervous system in pregnancy, bringing it down to 
the level of childhood, is the toxemia of pregnancy. 

4. In the chorea of pregnancy, therefore, it is 
more important to remove the predisposing cause 
than to apply merely symptomatic treatment. 

5. The treatment must be eliminative as in the 
other toxemias of pregnancy. 

6. The pregnancy should not be arrested, as a 
rule, as this is generally unnecessary and harmful 
to the patient, as well as to the child.— The Jour- 
nal of Obstetrics and Gynecology of the British 
Empire, vol. xi., No. 4, April, 1907. 

CAREY CULBERTSON. 
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INTRA-UTERINE RicorR Mortis. By P. Van 
Oordt. 

The writer reports a case of intra-uterine rigor 
mortis, in which the child occupied a normal posi- 
tion in the uterus, except that the legs were some- 
what more extended. The condition was recog- 
nized and the labor ended after a rather difficult 
extraction. Two hours later the rigidity disap- 
peared, wherefore van Oordt argues that had the 
labor been left to nature, the foetus would have 
been spontaneously expelled, and the phenomenon 
not observed. He thinks that this may possibly 
explain the rarity of the condition. In other cases, 
where the child has been dead some length of time, 
a period of probable death preceding and labor 
making this certain, one cannot wait for such 
marked evidences as rigor mortis. In other cases 
no regard is given the foetus and hence this symp- 
tom is not observed. Van Oordt finds but 49 pub- 
lished cases, 8 of which were complicated eclampsia. 
The rigidity does not seem to have been a result of 
convulsions, the condition having been found in 9 
cases of Czsarean section at death, or just after, 6 
of which occurred in eclampsia. The writer also 
regards these cases as genuine rigor mortis, coming 
on after foetal death, and not as muscular rigidity 
due to the “eklampsiegift.”—Ein Fall von intra- 
uterinem Rigor mortis. Monatschrijt fiir Geburts- 
hiilfe und Gynékologie, Bd. xxv, Heft 3, March, 
1907. CAREY CULBERTSON. 


RESULTS OF HIGH-FoRCEPS OPERATIONS. 
C. Riemann. 

Careful statistics, compiled from one hundred 
high-forceps operations, are contributed by Rie- 
mann. The indications for such interference were 
eclampsia 17 times, fever 15 times, anomalies of the 
foetal heart 40 times, foetid liquor amnii 7 times, 
prolapse of the umbilical cord 6 times, uterine 
inertia, failure of spontaneous delivery, and poste- 
rior-parietal bone presentation, each 3 times, threat- 
ened rupture of the uterus twice, and hemorrhage 
due to placenta previa, and dystocia due to a cyst, 
each once. Three of the eclamptic patients died, 


By 


there being no other fatal cases. The foetal mor- 
tality was 31 per cent, only 69 of the 100 babies 
being saved. Injuries to the maternal parts were 
infrequent, one cervical and two vaginal lacerations 
being sustained, besides two fistula. These sta- 
tistics and others are presented in precise detail. 

Riemann’s conclusions are as follows: 1. The 
high-forceps operation is not as dangerous to the 
mother and child as would appear from the most 
generally stated objections — contracted pelvis, for 
instance. 

2. The foetal mortality ranges from 22 per cent 
to 31 per cent; maternal injuries occur in only 7 
per cent; foetal injuries in 10 per cent; and the 
puerperium is increased but 16 per cent. This is 
sufficient, however, to contra-indicate the operation, 
except in case of some pathologic condition placing 
the mother or foetus in actual danger. 

3. The best results are obtained, (2) where the 
foetus is in good condition, witha well-moulded 
head, that is, when the indication for interference 
is a maternal one. In such cases it is possible to 
extract a relatively unharmed child, through a 
pelvic conjugate diagnalis of 8 to 8.75 cm.; 
(6) in multipare with a conjugate diagnalis of 9 
to 10.5 cm. 

4. The favorable results obtained with the high- 
forceps decrease in direct ratio with the increase of 
pelvic contracture.— Erjolge bei hoher Zange. 
Monatschrijt fiir Geburtshiilje und Gyndkologie, Bd. 
xxv, Heft 4, April, 1907. 

CAREY CULBERTSON. 


PLacenTA Previa. O. Biirger and R. Graf 
state, that after a review of cases of placenta previa 
treated at Schauta’s clinic, they are inclined to 
oppose the use of Diirhssen’s vaginal Cesarian 
section as a method of treatment of these cases; 
first, because their material showed good results 
with other methods; and secondly, because of the 
hemorrhage which must necessarily accompany the 
vaginal section, and may be the cause of serious 
consequence in such exsanguinated patients. In 
addition to this, they oppose the operation because 
they believe that infection may easily take place 
from incisions made in such vascular tissues as the 
lower uterine segment. They grant that the 
prognosis for the child is better when the vaginal 
Cesarian section is carried out, but are not willing 
to give this too much importance because in these 
cases, so frequently, the child is moribund. 

After careful comparison and study of their 
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statistics, they conclude that it is safest to do the 
combined version, without completing the extrac- 
tion, following a preliminary dilatation of the com- 
paratively narrow birth-canal with the colpeuryn- 
ter. The results they have obtained thus com- 
pare very favorably with other statistics, especially 
when the danger of hemorrhage and infection in 
such cases is considered. The prognosis as to the 
children they hope will be improved, but do not 
believe that it will be by any radical operative 
procedure; and further, it should not be at the 
expense of the mother’s life. — Zur Statistik der 
Placenta previa. Monatschr. j. Geb. u. Gyn., bd. 
xxv, hft. 1. C. V. BACHELLE. 


MANAGEMENT DURING PUERPERIUM. Hegar 
discusses the choice and arrangement of the 
patient’s room, as well as the adjoining room 
for the nurse and baby, and says that everything 
should be as simple as possible, including the 
patient’s clothing. He recommends that the 
woman should be taught to pass urine in the re- 
cumbent posture during pregnancy so that she will 
be able to do so without difficulty during the puer- 
perium. The diet should be light but not, as 
formerly recommended, of thin gruels and soups. 
Absolute rest on the back is his rule for the first 
twenty-four hours, after which the patient may be 
permitted to move about, and later on the sitting 
position is allowed, with a support for the back. At 
the end of ten or twelve days he allows the woman 
to get up, believing that a longer time in bed is 
detrimental to the patient’s mental state, as well 
as to the circulation and digestion, while on the 
other hand too early rising is to be deprecated 
because of the insufficiency of involution. The 
temperature, the condition of the uterus and 
lochia, should be carefully watched especially 
for the first six to nine days of the puerperium. 
Furthermore, the obstetrician should see to it that 
the abdominal and pelvic muscles have suffered no 
permanent injury, and correct any such that may 
be present. In conclusion he emphasizes strongly 
the necessary care during the establishment and 
continuation of lactation, in which he says the state 
is also vitally interested, since in those countries in 
which practically all mothers nurse the babies, as in 
Japan and Scandinavia, the mortality among 
children is only 10 per cent in the first year of life, 
while among the Germans it is about 20 per cent. 
Didtetik der Woichnerin. Deutsche Med. Wochen- 
schr., No. 47, 1906. C. V. BACHELLE. 
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ESSENTIALS OF OBSTETRICS. By Charles Jewett, 
M.D., Professor of Obstetrics and Gynecology, in 
the Long Island College Hospital, Brooklyn, N. Y. 
Third edition, thoroughly revised. 12mo, 413 pp., 
with 80 engravings and 5 colored plates. Phila- 
delphia and New York: Lea Brothers & Co., 
1907. Cloth, $2.25 net. 

The author believes that works of this kind, 
within their proper limits, have a distinct value in 
medical teaching. The present compact volume 
is intended, therefore, merely as an introduction 
to the more elaborate treatises and as a guide in 
following the didactic and the practical teaching of 
the college courses. This third edition has been 
completely revised, largely rewritten, and rounded 
out with much entirely new matter. 

CAREY CULBERTSON. 


INDICATIONS FOR OPERATION. By Herman 
Schlesinger, M. D., Extraordinary Professor of 
Medicine in the University of Vienna. Authorized 
English Translation by Keith W. Monsarrat, M.B., 
F. R. C. S. Ed., Surgeon to the Northern Hospital, 
Liverpool. 8mo, 490 pp. New York: E. B. Treat 
and Co., 1906. Cloth, $3.00 net. 

The activities of surgery being at present so far- 
reaching, the object of this volume is to gid in 
settling various questions as regards indications 
for operation, problems so often difficult to decide. 
The work is not a compilation but an expression of 
individual opinion based on extensive experience 
in hospital and private practice. Etiology, path- 
ology, clinical course, diagnosis, and differentiation 
are touched upon only as they enable the practi- 
tioner, not in hospital practice, to arrive at an inde- 
pendent opinion on the advisability of operation in 
cases of internal lesion. Hence the author classifies 
his work anatomically and takes up the general 
surgical conditions. Diseases of the stomach, of 
the intestines, of the gall-bladder and bile-ducts, 
and of the kidneys and renal pelvis are given espe- 
cial consideration. Strange to say, the author 
entirely omits mention of the diseases of the female 
pelvis, though he provides an appendix on indi- 
cations for the induction of premature labor. 
Another appendix, treating of the general influence 
of operations on the body, is particularly well con- 
sidered. 


CAREY CULBERTSON. 
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THE ABDOMINAL AND PELvic Brain. WITH 
AUTOMATIC VISCERAL GANGLIA. By Byron Rob- 
inson, B.S., M.D. Hammond, Indiana: Frank S. 
Betz & Co. 

This work of 670 pages is practically an original 
treatise on the abdominal sympathetic nerves and 
their relation to the abdominal viscera. It dis- 
cusses the anatomy, physiology, and pathology of 
the abdominal sympathetic nerves with diagnosis 
and methods of treatment. 

In these days of multitudinous medical books, 
it is a pleasure to take up one containing original 
work. Dr. Byron Robinson’s book has blazed new 
paths for medical and surgical thought and prac- 
tice. It deals with the abdominal sympathetic 
nervous system, and ifS theme revolves chiefly 
around the functions of the viscera, i.e., the physi- 
ology of the abdominal and pelvic organs. Byron 
Robinson has done wonderful work in the study 
of the sympathetic ganglia and fibers of the abdo- 
men, and has shown the automatic action of the 
abdominal brain in its relations to the various 
functions of the viscera, such as sensation, absorp- 
tion, secretion and peristalsis. These functions 
are common to all the viscera of the abdomen and 
pelvis, but the abdominal brain acts in a specialized 
manner in the control of the genital functions of 
ovulation, menstruation, and gestation. 

The author has interwoven with his text his well- 
known visceral drainage treatment, which involves 
modification of the visceral function by means of 
fluid, diet, and modification of the patient’s voca- 
tion and environment. 

For the practitioner who has rebelled against the 
gradually increasing inroads of surgery upon 
medical practice, and the tendency to regard any- 
hing and everything in the way of disease as 
surgical, there should be much consolation in 
Byron Robinson’s statement that the future prac- 
tice of medicine will revert to a point where medi- 
cine rather than surgery will predominate. 

Attention is directed to the numerous natural and 
valuable anatomic illustrations dispersed through 
the work. From the X-ray numerous, excellent 
and suggestive illustrations are presented, not yet 
found in other treatises. Drawings of the X-ray 


from the biliary and pancreatic ducts, as well as 
those of the utero-ovarian artery are worthy of 
G. FRANK LypsToN. 


special attention. 
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A TEXT-BOOK OF THE PRACTICE OF GYNECOLOGY. 
By William Easterly Ashton, M. D., LL.D. Phila- 
delphia: W. B. Saunders Co. 

Evidence of the popularity of Ashton’s work is 
the appearance of a third edition in a single year. 
The bibliography of gynecology may be referred to 
at one’s leisure; but here is the daily work of the 
doctor in picture form, with 1057 excellent line 
drawings, accompanied by classified and empha- 
sized comments, covering every phase of the sub- 
ject in a manner so explicit that it removes much 
of uncertainty and hesitation from the path of the 
average practitioner. The changes made are the 
result of the author’s personal experience, based 
upon an actual working knowledge of the recent 
advances in this line of surgery. The metric 
system has been added to the formule and appears 
in the text. Simpler and more effective methods 
of collecting curet findings are offered. A valu- 
able addition is the special consideration of the 
relative percentage of polynuclear cells in inflam- 
matory conditions and suppurative lesions. The 
chapter on constipation has been enriched by the 
addition of a new method of colonic flushing and 
colonic lavage. The author’s interest in his 
specialty is shown in the number of practical ideas 
introduced, and in his conscientious attention to 
details, presented in a way that will be especially 
appreciated by those outside the large cities, where 
trained assistants and skilled associates are scarce. 

The treatment of the troublesome condition of 
vaginismus has been amplified, and Hirst’s opera- 
tion for the cure of the affection is given in detail. 
An interesting chapter is the one on indoor exer- 
cises. The usual curriculum of a medical college 
does not permit of special instruction in this 
branch, so that the physician often enters upon 
the duties of his practice without a definite idea 
of its conduct or importance. We are glad to ob- 
serve that Ashton devotes some space, and a num- 
ber of useful illustrations, to this means of toning 
up a patient. 

The classic operations of superficial denudations 
for the cure of cystocele have been discarded and 
Dudley’s method of operating, which is based on 
the results of Reynold’s studies of the anatomic 
supports of the anterior wall of the vagina, has 
been substituted. 

Much space has been devoted to the palliative 
treatment of retrodisplacements of the uterus by 
pessaries, the operative treatment of chronic retro- 
displacements has been rewritten, and Mont- 
gomery’s round-ligament operation described. 
Special attention has been devoted to the diagnosis 
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and treatment of inversion of the uterus, Chorio- 
epithelioma of the uterus, and passive incontin- 
ence of urine. Additions and changes have been 
made in the operating paraphernalia and tech- 
nique, and special directions are given for the 
sterilization of the mouth and teeth in the prepara- 
tion of a patient for operation. The section on 
intestinal anastomosis is rewritten and Moynihan’s 
methods substituted for the procedures formerly 
in use. W. E. Doce. 


BOOKS RECEIVED 


Puysicat Dracnosis, WirH CASE EXAMPLES 
OF THE INDUCTIVE METHOD. By Howard S. 
Anders, A. M., M. D., Professor of Physical Diag- 
nosis, Medico-Chirurgical College, Philadelphia ; 
Physician to the Philadelphia General Hospital, 
Tuberculosis Department; Late President of the 
Pennsylvania Society for the Prevention of Tuber- 
culosis; Member American Medical Association, 
American Climatological Association, American 
Association for the Advancement of Science, etc. 
88 illustrations in the text and 32 plates. New 
York & London: D. Appleton & Co., 1907. 

METABOLISM AND PRACTICAL MEDICINE. By 
Carl Von Noorden, Professor of the First University 
Medical Clinic, Vienna. Vol. 1. The Physiology 
of Metabolism by Adolf Magnus-Levy, Berlin. 
$4.00 net. Vol. II. The Pathology of Meta- 
bolism by Carl Von Noorden, Fr. Kraus, Ad. 
Schmidt, W. Weintraud, M. Matthes, and H. 
Strauss. Anglo-American issue under the editor- 
ship of I. Walker Hall, Professor of Pathology, 
University College, Bristol; Pathologist to the 
Bristol Royal Infirmary. Chicago: W. T. Keener 
& Company. 1907. $6.00 net. 

PARAFFIN IN SuRGERY. A critical and clinical 
study by William H. Luckett, M. D., Attending 
Surgeon, Harlem Hospital; Surgeon to the Mt. 
Sinai Hospital Dispensary of New York; and 
Frank L. Horne, M. D., Formerly Assistant Sur- 
geon, Mt. Sinai Hospital Dispensary. 12 mo.; 
38 illustrations; 118 pp. New York City: Surgery 
Publishing Company. Cloth, $2.00. 

PsycHOLoGY APPLIED TO MEDICINE. Intro- 
ductory subjects by David W. Wells, M.D., Lec- 
turer on mental physiology and assistant in Oph- 
thalmology, Boston University Medical School; 
Ophthalmic Surgeon Massachusetts Homeopathic 
Hospital, Boston: Oculist Newton, Massachusetts 
Hospital. Illustrated. 12mo. Nearly 200 pages, 
with bibliography and index. Extra quality paper. 
Philadelphia: F. A. Davis Co., 1907. Cloth, 
$1.50 net. 
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ADVERTISEMENTS 


VERA DIASTASE 


The Most Potent Starch Digestant 


It is noteworthy that Vera Diastase is the only diastase named 
in the published list of products approved by the Council on 
Pharmacy and Chemistry of the American Medical Association. 


Vera has the highest potency of any diastase on the market. 
One grain digests 150 gr. starch in 10 minutes; 235 gr, in 20 
minutes; over 600 gr. in one hour. That is our standard for it. 


This is at least 33% more than the highest results obtainable 
from any other diastase, applying the same tests under parallel 
conditions. 


Other diastases convert starch into maltose; Vera carries the 
conversion clear up to dextrose, the end product of starch digestion. 
It is therefore a better digestive agent than others. 


Considering these advantages you would expect Vera Diastase 
to be more expensive than others. But youcan buy it at druggists’ 
for $1.25 per oz. in powder; thus it is not only relatively, but 
actually, less expensive than any other good diastase. 


Besides the powder, we also supply Vera Diastase Tablets (2 gr.) 
and Vera Diastase Essence (2 gr. in each fluidram). 


We are glad to send scientific literature on request. 


FREDERICK STEARNS & CO. 


DETROIT, MICH. U.S. A. 


WINDSOR, ONT. LONDON, ENG. NEW YORK CITY 
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Garland Surgical Operating Table 


Illustration represents but one of the many radical 
pees. which can be multiplied by various com- 

nations of the several adjustments. It is clearly abead 
of all others except in high price. Combining in a surgical 
and ewes pene table, and adjustable top with adjust- 
able leaves and armrest, a cabinet of drawers opening to 
either side, a cup- -board with glass shelves, swinging glass 
shelves with glass trays, all finished inside with white 
enamel, and outside in highest piano polish finish. 

Dimensions. Length, 5 feet 6 inches; width, 22 inches; 
height, 34 inches. Weight packed for shipment about 200 


pounds. 
PRICES 


Best Golden Oak Polished Finish, quartered oak, full 
cabinet four drawers, three glass trays, nickel-plated trim- 
mings, leather top cushions and pillow, leg- and arm- 
rests. List Price $80.00. Our Price $50.00 


Our 750 page Llustrated Surgical Instrument Catalog sent 
(GENITO-URINARY POSITION) Free per Express Prepata upon receipt of your request. 


SHARP & SMITH 


Manufacturers and Importers of 
High Grade Surgical and Veterinary Instruments and Hospital Supplies 


92 WABASH AVENUE 2 Doors North of Washington St. CHICAGO, ILL. 
Established 1844 Incorporated 1904 
We are the LARGEST manufacturers ot SURGICAL ELASTIC GOODS in the United States. 


Arend’s Kumyss 


(The King of Foods) 


’ presents in a perfectly soluble and freely 
Arend’s Kumyss assimilable form all the elements that are 


required for the nourishment and support of the organism. 


Arend’s Kumyss Imparts the strength of perfect nutrition. 
Its use in indicated in a great variety of 


diseases. As a convalescent food it has no equal. 


Arend’s Kumyss has been prescribed and recommended by 
the medical profession for over thirty 


years. 


Clinical Reports and Descriptive Literature Sent Free Upon Request 


A. AREND DRUG CO. 


MANUFACTURING CHEMISTS 
Telephone Main 3506 


Cor. 5th Avenue and Madison St. CHICAGO, ILLINOIS 
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CON VALESCENCE 
FROM 


PNEUMONIA. 


The long, weary “pull up-hill”’ of 
the weakened convalescent from 
pneumonia is materially lessened 
by the administration of 


PEPTO-MANGAN (GUDE) 


which assists Nature to mount to 
the crest of the “Hill of Health.” 


Mental depression, languor, and 
physical weakness disappear after 
a few weeks’ treatment with this 
reconstructive tonic and nerve in- 
vigorator. 


Physicians are earnestly requested 
to send for samples and literature, 
sent free upon request. 


To assure the proper filling of pre- 
scriptions, prescribe an original 
bottle. Never sold in bulk. 


M. J. BREITENBACH COMPANY, 
New York, U. S. A. 


BACTERIOLOGICAL WALL CHART FOR THE PHYSICIAN'S OFFICE. 


One of our scientific, and artistically produced, bacteriological charts, in colors, exhibiting 60 different pathogenic 
micro-organisms will be mailed free to any regular medical practitioner upon request, mentioning this 

This chart has received the highest praise from leading bacteriologists and pathologists, in this and other countries, 
not only for its scientific accuracy, but for the artistic and skillful manner in which it has been executed. It exhibits 
more illustratiors of the different micro-organisms than can be found in any one text-book published. 


M. J. BREITENBACH CO., New York. 
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F — SUMMER COMPLAINTS 


MOST POWERFUL INTESTINAL ANTISEPTIC KNOWN. 
FREELY INGESTED IN AQUEOUS SOLUTION. 
POTENT AGAINST THE DISEASE, YET HARMLESS TO THE PATIENT. 


N the summer complaints of young children the 
most rational agent is ACETOZONE, an agent 
of greater germicidal potency than mercuric 

ride, carbolic acid or hydrogen dioxide. 


RESULTS. 
Discoloration and putridity of the stools —- 


ar. Diarrhea is checked. Temperature 
‘ain and inflammation subside. Vomiting is con- 
trolled. Irritability is succeeded by rest and re- 
freshing sleep. 


Supplied in ounce, half-ounce and quarter-ounce bottles; 
vials of 15 grains, 6 vials in a box. 


LITERATURE FREE ON REQUEST. 


PARKE, DAVIS & COMPANY 


HOME OFFICES AND LABORATORIES, DETROIT. MICH. 


DR. PARKER’S LIQUID SOAP DISPENSER 


THs Dispenser has the indorsement of the medical profession. It is thoroughly Hygienic in con- 
struction and Sanitary in operation, dispensing a measured quantity of liquid soap at each operation. 
Itis built upon scientific lines. Glass and steel 
enter into its construction, and the metal 
parts are nickel-plated, thus making a neat 
and attractive fixture for the office. 

In physicians’ offices and hospital dress- 
ing rooms, the dispenser is operated by 
hand, simply push the button. In the oper- 
ating room it is operated by a foot pedal, 
thus the surgeon has no occasion to use his 
hands in getting soap. 

The following is a partial list of Chicago 
Hospitals where this dispenser is used in the 
operating and dressing rooms. 


Presbyterian Mercy Michael Reese 
St. Luke’s Wesley West Side 
Provident Policlinic | Lincoln Park 
The Woman’s Post Graduate School and 
Hospital, and the private offices of the lead- 
ing physicians and surgeons. 


C. Wickham Parker, M. D. 
263-5 La Salle St. :: Chicago, Illinois 
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ADVERTISEMENTS 


Unequalled in quality, perfect in fit, uniform in weight. 


Guaranteed to stand repeated sterilization without injury. 


The Faultless Rubber Co. 
ASHLAND, OHIO, U. S. A. 
MANUFACTURERS OF 


Surgical Rubber Goods and 
Hospital Supplies 


Rubber Gloves, Finger Cots, Catheters, 
Colon and Rectal Tubes, Stomach Tubes, 
Ice Bags, Ice and Water Caps, Urinals, In- 
valid Rings, Cautery Bulbs, Air Pillows, Syr- 
inges, Water Bottles, Tubings, Hospital 
Sheetings, Hospital Blankets, Surgical 
Specialties, etc. 


Our many friends among the Surgical 
Profession are unanimous in the declaration 
that the Faultless Surgical Rubber Gloves are 
incomparably the most satisfactory ever pro- 
duced. 


PORCELAIN ENAMEL TOP 
OPERATING TABLES 


Porcelain Enamel has all the Aseptic 
properties of glass and is practically inde- 
structible. 


Ask your instrument dealer 
to show you the “White Line” 
furniture. 


SCANLAN - MORRIS CO. 
MAKERS 


MADISON, WIS. 
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ADVERTISEMENTS 


(ABBOTT) 


TRADE MARK—Registration Applied for 


Painless Surgery and Obstetric Practice by the Abbott- 
Lanphear Method (Hypodermic) with Little or 
No Chloroform or Ether, and without the Handi- 
capping Nausea and Vomiting Otherwise Such 
a Usual and Serious Complication. : : : 


This is not a visionary, fanatical claim, but-a demonstrable fact now proven at the 
hands of hundreds of able observers in thousands‘of cases, both major surgical (not 
minor, the sleep produced being unnecessarily prolonged and profound for this) and 
obstetrical, without one untoward result as yet reported, not attributable to peculiar idiosyn- 
crasy, unusual condition of patient, lack of judgment in use, or the substitution of 
some imitation preparation. Asa general analgesic or anodyne it stands with- 
out a peer, far surpassing morphine and atropine in any combination. Here is the formula: 


Hyoscine, Morphine and Cactin Coinp. (Abbott) 
(Hypnotic Analgesic Anesthetic) 


FORMULA STYLE OF PACKAGE AND PRICES 
C. P. Hyoscine Hydrobromide - - - - gr.1-1r0o0 ) Tube of 25 - - - - - - = $0.40 
C. P. Morphine Hydrobromide - - - - - gr. 1-4 } Pertoo,4tubes - - - 55 


Cactin, A. A. Co. (from Cactus Grandiflorus), gr. 1-67 ) Bottle of r0o(bulk)  - 


50 
Half Strength of above (the use of which we recommend): 25, 30c; 4 tubes, $1.15; 100 (bulk), $1. = 


@ Note—Scopolamine must not be substituted on this formula, neither hyoscine from scopola. Regard- 
less of alleged chemical identity which we deny, physiologic results are NOT the same. Neither should 
you underestimate the value in this formula of “Cactin.” It’s the synergistic whole that produces the 
result. There is no ‘‘just as g 


To any interested surgeon or ebdstetrician, we will send literature with full particulars of technic 
(the very simplest), case reports, and sa:ples, on request. We shall appreciate an order, 
stamps or other convenient remittance form accompanying. Money back if not satisfied. 

Doctor this is one of the successes that modern pharmacology and therapeutics have accomplished 
for modern surgery and obstetrics—for the doctor. Don’t let it get away from you, Take no substi- 
tute; you can not afford to run the risk. Specify “‘Abbott’s” and see that you get what you specify or 
else supply yourself direct from our laboratories or branches as below. 


The Abbott Alkaloidal Company 


Manufacturing Chemists 
Ravenswood Station - - Chicago, Il. 


251 Fifth Ave., Cor. 26th St,, New York 324 Pacific Block, Seattic, Wash. 1361 Franklin St., Oakland, Gallf. 
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COMMINUTED FRACTURE, ETC. 

I have used your H-M-C anesthetic tablets 
twice; once in a confinement, the other a case 
of compound, comminuted fracture of the leg 
and of all the bones in the foot. This patient 
said he had absolutely no pain, and he stood the 
necessary cleansing and adjusting fractures 
apparently without pain. In both these cases 
it was entirely satisfactory with no bad results 
whatever. I shall use it further. 

W. E. Ritter, M. D. 

Avoca, W. Va. 


HEPATIC COLIC AND OBSTETRICS 


The hypnotic anesthetic tablets have served an 
excellent purpose. In hepatic colic and obstetrics, 
primiparas especially, nothing could act with 
greater satisfaction. 

Charles M. Freeman, M. D. 

Rock Springs, Wyo. 

USED IN APPENDICITIS 

In a very tedious case of appendicitis, one 
tablet was injected an hour, and one fifteen 
minutes before operation. The patient was on 
the table over an hour, during which a table- 
spoonful of chloroform was given. The abdom- 
inal muscles seemed a little more rigid than 
the average which may have been because he 
was quite muscular. I believe the tablets are 
all right and I expect to use them until con- 
vinced of the contrary. 

H., R. Fairfax, M.D. 
Surgeon for Pinnacle, Crane Creek, Thosmas 
and Crystal Coal & Coke Companies. 

McComas, W. Va. 


VARIOUS HOSPITAL CASES 


Case 1. Enucleation of eye in hospital. The 
patient did not know she had left the ward; 
could not believe operation had been performed. 
About two drams of ether used. Prompt re- 
covery. 

Case 2. Appendectomy in hospital. Man 68; 
did not know he had been from ward for opera- 
tion; felt fine after it, no nausea, very little 
ether given, usual recovery. 

Case 3. Private, perineorraphy. Asleep be- 
fore second hypodermic injection; did not know 
of taking the little ether and could not realize 
operation had been done. Perfect result. 

Case 4. Obstetrics, primipara, breech presen- 
tation, very nervous, calling for chloroform. 
Gave one H-M-C hypodermic injection; within 
fifteen minutes a change; took things eas 
worked with pains, forceps applied, had difficulty 


EVIDENCE 


SEE DISPLAY PAGE FOR PRICES 


bringing down arms and delivering head, but as 
she did not resist but helped herself we finished 
in time to save child. No perineal tear, normal 
recovery. 

I think it a fine combination. Many other 
hospital cases similar to those reported. 

E. W. Smith, M. D. 
Meriden, Conn. 


OBSTETRICS: PRIMIPARA 

Primipara, aged twenty-seven. After seven 
hours’ labor, slight dilation; three hours later, 
little progress; pain continuous and severe. 
Injected one H-M-C tablet No. 1. Two hours 
later, head in vagina; three to five-minute 
intervals between pains, sleeping, dilation rapid; 
condition fine, pulse 60. Placenta promptly 
expelled, less than average loss of blood. I cer- 
tainly intend to use this more frequently. 

Oberlin, Ohio. C. H. Browning, M. D. 


FACILITATES LABOR 


Your hypnotic anesthetic tablets have been 
satisfactory in all cases, requiring very little gen- 
eral anesthetic even in large operations. After 
one tablet I amputated a cancerous breast, requir- 
ing very little chloroform; had I given another 
tablet I presume the chloform would not have 
been required. It lessens the pain of labor ma- 
terially, apparently without interfering in any 


way with its progress. 
T. J. Whitten, M. D. 
Peoria, 


THE H-M-C FASCINATING 

Your H-M-C is certainly a very fascinating com- 
bination. I used the samples sent me and was 
much pleased with the result. Iam ordering 200 
tablets more. Dr. J. C. Wysor 

Surgeon in Charge, Chesapeake and Ohio 

Hospital. 
Clifton Forge, Va. 


PLEASED BEYOND EXPECTATION 

As to the H-M-C hypodermic anesthesia for 
general surgical work, the initial dose given three 
hours and the second an hour before operation. I 

am pleased beyond expectation. 
James W. McMurray 
Major and Surgeon, O. N N. D. 

Marion, Ohio. 


TWENTY HOSPITAL CASES 


I have used the H-M-C anesthetic success- 
fully in twenty cases, full reports of which I have 
kept as they were hospital cases. 

Trenton, Mo. J. B. Wright, M. D. 
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IN LABOR AND GALLSTONE COLIC 


There is less nausea after the H-M-C comp. 
tablets than after morphine alone. I gave one 
tablet in a forceps labor case, which then required 
but half the usual amount of chloroform. Ina 
case of gallstone always requiring a grain of mor- 
phine I gave two tablets together. He was deliri- 
ous some hours and did not sleep. In several 
cases there was slight delirium and little sleep, 
but the pain was relieved. 

E. L. Brown, A. M., M. D. 

Bloomington, Ill. 


SUCCESSFULLY USED IN RECTALQWORK 


Results from H-M-C comp. have been most 
gratifying. I used it first in operating for rectal 
fistula where more profound anesthesia is re- 
quired than in any other cases. The anesthetic 
effect was most pronounced. I have found it’ 
equally serviceable in all classes of cases and can 
confidently recommend it to the profession as; 
reliable and safe and admissible in almost all 
cases. S. E. Bamford, M. D. 

Hastings, Neb. 


MORPHINE DISCOUNTED BY H-M-C 


In a case of morphomania the patient was tak- 
ing over two:grains of morphine daily for psoas 
abscess without relief. Two H-M-C tablets eased 
him during that time. I told the Buchanan 
County Medical Society that the H-M-C comp. 
was the greatest advance in modern therapy of 
the last decade. Levi S. Long, M. D. 

St. Joseph, Mo. 


SUPERIOR TO ,CHLOROFORM 


The hypnotic anesthetic has been entirely 
satisfactory. In obstetrics it is far superior to 
chloroform. No nausea, shock or disagreeable 
symptoms with the mother. The child is born 
cyanotic but comes round all right. Our county 
medical society has taken up the matter. All 
reports have been very favorable. I think it will 
have a national bearing in the increase of popu- 
lation, as women will cease to dread the pangs of 
childbearing and will increase the number of 
children born. The nation will owe you a debt 
of gratitude. J. S. Dickinson, M. D. 

Trenton, Ky. 


GREATEST KNOWN HELP TO SURGEON 


I consider your H-M-C compound the greatest 
help to the surgeon’s work yet known. To-mor- 
row I am going to do a thigh amputation with it 
in a boy, 13 years old, for tubercular knee, of 


NOTES FROM THE FIELD 


SAMPLE SENT ON REQUEST 


months’ standing. He is so weak and thin that 
he could not possibly stand chloroform or ether. 
Humphrey Silverton Belt. 
So. Boston, Va. 


USED IN MISCARRIAGE 


I find your H-M-C hypnotic anesthetic just 
what I have wanted for sometime, and will keep 
a supply always on hand. In miscarriage where 
the placenta must be removed under anesthesia 
they are the very thing and relieve the operator 
of the worry of chloroform or ether. I believe 
them superior to the morphine and atropine hpyo- 
dermic as more lasting and certain in effect. 

Guilford, Mo. Dr. A. D. Barnett. 


GREATEST ACCESSORY OF MODERN TIMES 


I used your ,H-M-C tablet in operating for 
ventral hernia. A previous operation failed to 
get union. I handled the intestines for a lesion 
and in closing the wound lapped the muscles well 
and used strong staple sutures after the Mayo 
method for umbilical hernia. I gave one tablet 


' two and a half hours before operating, repeated 


in a half hour. During: one hour’s work, she 
inhaled only twenty drops of chloroform, and 
could have done without that; especially if I had 
given the third tablet. This combination is 
destined to be one of the most important acces- 
sories to capital surgery in modern times. 
Denton, Tex. {J J. M. Inge, M. D. 


SUCCESSFULLY USED IN A BAD CASE 


January 22, 1907, called with Dr. R. G. Taber 
to a man of 72 who had had a ball through his 
foot in the Civil War. The wound had never 
healed and recently gangrene had set in, extend- 
ing up the leg. The patient had chronic nephri- 
tis, a weak heart with valvular disease, athero- 
matous arteries and was generally broken down— 
a bad case for any anesthetic. Gave one H-M-C 
tablet at rr A.M., another at 12:30 P.M.; res- 
piration had dropped to ten. An amputation 
was made at the upper third of the leg. He did 
not appear to suffer the least pain, could be 
aroused by a sharp word, but immediately lay 
down and became quiet. The pulse was good 
throughout. He recovered consciousness within 
two hours. He died three days after the opera- 
tion from general debility, not in any way 
hastened by the anesthetic. 

We gave not to exceed forty drops of chloro- 
form. I consider this a perfect success, for 
either chloroform or ether would have been fatal. 
Farmington, Ia. G. R. Neff, M. D. 
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ABBOTT’S SUCCESS MAKERS 


Prices quoted are net to the dispensing physician and the retail trade--postpaid for 


cash with order. 


(For complete formulas see list.) 


ABBOTT’S SALINE LAXATIVE 
Repurified Magnesium Sulphate 60 per cent. 
in effervescent combination 

An ideal refrigerant, anti-ferment, ant-acid, lax- 
ative or cathartic according to dose and conditions. 
The general usefulness = this preparation cannot be 
overestimated. The physician who with it begins 
treatment of all disease, will find his practice 
improved. 

Large size, 75c.; Medium, 35c.; Small, 20c. 


BILEIN, Gr. 1-8 

The active principle of Bile 
Bilein is a new remedy, but is as old as life 
itself. Doctor, how many of your indigestion and 
auto-infection cases depend upon a lack of bile? 
For these try ‘‘Bilein’’ and you will have an agree- 
able surprise. It stimulates the Hepatic Cells. 

Try it and report results. 
00, 18c.; 500, 78c.; 1000, $1.50 


NEURO-LECITHIN 
Active principle of Brain and Spinal Cord 
The only true lecithin. Indicated in debility, 
marasmus, poverty of tissue; wasting sickness, 
arrested growth and development, sexual debility, 
neurasthenia, etc. 
Pills or Tablets: 


NUCLEIN 
Nuclein is a true organic product, second to none 
in its ability to bring about leucocytosis reconstruc- 
tion and defense. It combats infections and is 
a physiological ‘‘bracer.”’ 
Tablets or Solution: Standard bottle, each,35c. 


CALCALITH (Abbott) 
Calcium Carbonate, Lithium and Colchicine 
Efficient with-proper diet and saline elimination, 
for uric-acid, lithemia, gout, gravel, nephrolithia- 
sis, urinary hyperacidity, acute gonorrhea, phos- 
phaturia, rheumatism, lumbago, eczema, etc. 
Compressed Tablets, per package of 200, 80c. 


CARBENZOL 

Is a bland product, distilled from a natural 
mineral and vegetable deposit. Is remedial in 
arasitic skin affections. Eczema, Scabies, Acne 
Ringworm, Barber’s Itch, Carbuncles and al 
similar skin affections are easily cured by it, for 
Poison Ivy, Prickly Heat and irritations from 
Measles and Scarlet Fever, Ulcers, etc., it is the 
finest application possible. 

One standard size only; eer bottle, 35c. 

Carbenzol Ointment, 30%; per box 20c. 

Carbenzol Soap, 30%; per cake 20c, 


CALCIDIN (Abbott)--Pure Calcium Iodized 
Do not confound with Calcium Iodide 
Evidence has been presented to prove its efficacy 

in membranous croup and allied affections; as an 

abortive for la Brippe. colds, bronchitis, hoarseness: 
as a resolvent in incipient phthisis, etc. Try it in 
fibroid tumors and hyperplasias. 

1-3 gr. Tablets or Pure Powder, in pkgs. of 1 oz. 

each, 50c. 2 gr. Tablets, per bottle of 100, 50c. 


Bottles of 50 each, $1.00 


INTESTINAL ANTISEPTIC (W-A) 

C. P. Sulphocarbolates Compound 
“The W-A Intestinal Antiseptic” is a mixture of 
c. p. sulphocarbolates of lime, soda and zinc, pre- 
pared by a special process that makes the Abbott 
product the best. It is indicated in all fermenta- 
tions in the alimentary canal, and in ‘‘dose-enough”’ 

will do the work. 
00, 25c.; 500, $1.15; 1000, $2.25 


SALITHIA 
Repurified nesium Sulphate and Sodium 
Tartrate with Lithium Tartrate, and Colchi- 

cine in Effervescent Combination 
This in conjunction with Calcalith is particularly 

efficient in the uric-acid diathesis and kindred 
affections. It is better for continued use than 
Saline Laxative with lithium and colchicine. 

Per can, 35c. 


BUCKLEY’S UTERINE TONIC 
Improved gg Aletrin, bryonin, caulo- 
phyite, helonin, hyoscyamine and macrotin 

his is almost specific in a conditions of 
the pelvic viscera. It can be relied upon as a 
valiant ‘‘comforter’. One every two to four hours, 
according to necessity. Sure relief for after-pains. 
Others imitate, but there are none like Abbott’s: 
“Abbott’s quality,” that’s why 
100, 25c.; 500, $1. 153. 1000, $2.25 


ANODYNE FOR INFANTS 

Nickel bromide, gr. 1-134; codeine sulphate, gr. 
1-67 ; powdered ipecac, gr. 1-134; lithium carbonate, 
gr. 1-25; oil anise, m. 1-134; saccharin, q. 8. 

Indicated in flatulent colic, restlessness, etc.; 1 or 
2 every fifteen to thirty minutes until effect; an ex- 
cellent addition to aconitine in fever with cough and 
pain; should supplant soothing syrups and be sup- 
plied only by the physician. 

100, 13c.; 500, 53c.; 1000, $1.00 


ANTICONSTIPATION (Waugh’s x 

Aloin, gr. 1-25; strychnine sulphate, gr. 
atropine sulphate, gr. 1-2500; oleoresin 
gr. 1-500; emetine, gr. 1-500; bilein, gr. 1-250. 

Indicated in all forms of chronic consti op 
sufficient quantity = to 6 or more) should be a 
three times a day, to produce one daily stool, pref- 
erably in the morning, et steadily and re- 
ducing the dose as a curative effect is produced. 

100, 10c.3 30c.; 1000, 55c. 

NOTE—Box of 20 vials filled, ready to dispense, 

(2,600 granules) a great convenience, $1.50. 


HYOSCINE, CACTIN COMP. 


Hyoscine hydrobromide, gr. 1-100 
hydrobromide, gr. 1-4; — (active principle of 
cactus grandifiorus), gr. 1-67, 

All ingredients must be absolutely pure—com 
mercial quality will not do—Scopolamine or “hyos- 


; morphine 


cine,”’ derived from scopola never! 

Usual Directions: ne into cellular tissue, at 
any convenient point, two hours before operation; 
repeat one-half to one hour before and compose 
patient where operation is to be , ee Mono- 
graph of details on request. lf to one tablet 
during first stage of labor usually efficient. May be 
repeated after 2 to 4 hours if required. 

Tube of 25, 40c.; — $1.55; 100 (bulk), 


for Alkaloidal Granules and Tablets. We are originators. Our work is standard, 
We are Headq uarters dependable, always the same, There is none Sikes good.” If you want the best; 
get “Abbott's.” Samples | and literature on request to the home office, Chicago. Like all successes we have many imitators. 


Always specify “Abbott's” on your prescriptions. 


THE ABBOTT ALKALOIDAL CGO., GHICAGO, JU. S. A. 


BRANCHES: New York, N. Y.; Oakland, Cal.; Seattle, Wash.; London, England 


CANADIAN AGENTS: W. LLOYD WOOD, CHURCH and GERRARD STREETS, TORONTO 
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The Dangers of Cow’s Milk 


HE recent epidemic of Scarlet Fever in Chicago has awakened the whole country to the grave 
danger lurking in the Milk Supply of our large cities. Wherever milk is used that has not been 
properly safeguarded from the cow to the consumer, the infant mortality will always be high. 


Coincident with the Chicago Epidemic there comes a Report of the British Royal Commission 
on Tuberculosis. After five years’ investigation, the Commission confirms the theory of von 
Behring, that the tuberculosis of cows is a constant menace to the human race, and that consumption 
developed in later life, has often been contracted in infancy, from tuberculous milk. 


Nestlé’s Food 


does not require the addition of milk in preparing it for use, as it is a complete diet in itself. The 
basis of Nestlé’s Food is cow’s milk, so treated and modified that it will be easily digested, and will 
resemble mother’s milk in its composition, as closely as possible. The milk supplied to the Nestlé 
Factories is collected under the most rigid precautions, from cows that are under the constant 
supervision of the Company's Veterinarians. Furthermore, the process of manufacture completely 
sterilizes the milk. This is fully set forth in our pamphlet, ‘‘ Recent Work in Infant Feeding.” 
A copy of this, with samples of ‘‘ Nestlé’s Food,”’ we will be glad to send to any physician. 


HENRI NESTLE, New York 


Lake Geneva Sanitaria 


Chicago Office: 72 Madison Street, Corner State 
TELEPHONE CENTRAL 2508 Hours 11 to 3 Tuesday's and Fridays 


OSCAR A. KING, Med. Supt. 
OAKWOOD 


For Mental Diseases 


For General and Nervous Diseases 
No mental cases taken 
ACUTE CASES received for diagnosis and treatment. Convalescing cases re- 


educated. Rates are as low as the most efficient treatment and 
the best trained nursing will permit 


Two Homes with Complete Modern Sanitarium Equipment 
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Relieves Cough, Diminishes Expectoration, Stops 

Night Sweats, Increases Weight, Decreases 
Fever, Promotes Appetite and Lessens 

Intercurrent Bronchitis. 


PLEASANT TO TAKE AND EFFICIENT ACT/ON 


Contains no Decomposed Liver Tissue or Grease; 
therefore no Unpleasant Eructations. 


Central Drug Co. 


100 STATE STREET 


HE PRESCRIPTION 


THE GREATEST POSSIBLE 
CARE IS TAKEN IN 
COMPOUNDING PRESCRIPTIONS 


Under the Management of 


E. von HERMANN 


All Physicians’ Supplies CHICAGO 
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The July Number of 


Surgery, Gynecology 
and Obstetrics 


Will present the following papers 
read before the 


American Surgical Association 


At its Annual Meeting held in 
Washington last month: 


Aneurysmal Varix: a Case of Pulsating Exophthalmos and Two Cases of Enormous Dilatation 
on the Cardiac Side of the Wound............ GEORGE — VAUGHAN, M. D., Washington 
Some Considerations in Regard to Brain Sergery H. WeEEks, M. D., Portland, Me. 
Further Consideration of the Surgical Treatment of Cancer of oe Head and Neck............- 
The Diverticulum llei as a Cause of Complete Intestinal Obstruction ee 
Treatment of the Posterior Capsule of the Thyroid in Thyroidectomy 
Continuous Passive Congestion in the Treatment of Delayed Union of 
Early Operations Upon the Nerves in Ischemic Paralysis...... LEONARD asc atig M. D., Denver 
Report of a Case of Non-Parasitic Cyst of the Spleen 
Papers on End Results Following Operations for Carcinoma of the Breast 
Witiy Meyer, M. D., New York 
FREDERICK S. DENNIS, M. D., New York 
ALBERT VANDERVEER, M. D.. Albany 
AuGust F. Jonrs, M. D., Omaha 
R. B. GREENOUGH, M. D, Boston 
Graduated Vertical Traction in Its Application to Congenital Dislocation of the Hip 


Acquired Diverticulitis of the Colon and Its Surgical 


ABSTRACTS OF ALL PAPERS not printed in full will appear in the same issue, to- 
gether with a COMPLETE STENOGRAPHIC REPORT of the 
transactions of the Association. 


If you are not a regular reader of this journal—SUBSCRIBE NOW. 


ADVERTISEMENTS 


(/nflammation's 
Antidote) 


A most useful adjuvant in the treat- 
ment of superficial and deep-seated 
inflammatory conditions when alocal 
application is indicated. 


DENVER CHEMICAL MFG, CQ, Montreat 


Denver NEW YORK Sydney 


San Francisco London Buenos Aires 


MALPRACTICE 


SUITS 


are annoying and expensive to defend. 
A competent and successful defense 
was difficult to secure before the organ- 
ization of the Physicians Defense 
Company of Fort Wayne, Indiana. 
Now medical practitioners holding Physzczans Defense Contracts are assured 
that a verdict will be rendered in their favor, vindicating their diagnosis. 
treatment, and work, without annoyance, loss of time, or expense. 
$10,000 Defense 3 $15.00 per annum 
5,000 Defense 33 10.00 per annum 
FULL INFORMATION BY MAIL 


PHYSICIANS DEFENSE COMPANY 
Fort Wayne, Indiana 


The only company authorized; by Statute or Charter to defend Physicians, Surgeons, and Dentists 
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Tanphenyform 


Controls the Diarrhea of Typhoid and other infec- 
tious diseases of the intestinal tract, inhibits the de- 
velopment of micro-organisms, acts as an energetic 
intestinal Astringent and Antiseptic. Physiological 
action begins in the duodenum and gradually continues 
along the intestinal tract. Sample to doctors on request. 


Reso-Iodo Ointment 


(Resorcinol and Iodoformal Comp.) 
5 per cent. Resorcinol, lodoformal, Acetanilide, Zinc Oxide, Boric Acid. 


1 per cent. Bismuth Subnitrate, incorporated with Adeps Lanae Anhydrosus, Adeps Benzoi- 


natus, Petrolatum with Cera Flava, q. s. 


Resorcinol is a diatomic phenol, exercises a specific stimulating tonic 
action upon the skin, possesses Antiseptic and local Anaesthetic 
properties, resembling the phenols, arrests decomposition of organic 
substances, prevents putrefactive changes by the destruction of the 
organism, and is an active deodorizer. 

Iodoformal acts as an efficient local antiseptic, alterative, astringent, 
analgesic and dermal tonic. Iodoformal is the Condensation Com- 
pounds of Iodine with Thymol, Bismuth Subnitrate and Cinchonine 
Sulphate incorporated with Formaldehyde, Boracic Acid, Phenyl- 
acetamide and Phenyl Salicylate. 


RESO-IODO OINTMENT 


Is especially valuable in the treatment of Subacute and Chronic Skin 
Affections, as Eczema, with much induration, Psoriasis, Seborrhoea, 
Indolent Ulcers, Tuberculosis of the Skin, Parasitic diseases, as 
Tinea and Scabies, etc., etc. 


WM. R. WARNER & CO. 


Philadelphia New York Chicago New Orleans 


WARNER & CO. 
WARNER & CO. 
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For Diarrheal Affections 


TANNIGEN 


Intestinal Astringent and Antiseptic 


LACTO-SOMATOSE 


A Concentrated, easily assimilated, Astringent Nutrient 


Modern Iodine Medication 


SAJODIN IOTHION 


Internally Externally 
Safe and Efficient Local Anesthesia 


ALYPIN 


For All the Indications of Cocain / 
Samples and Literature Supplied by : 


CONTINENTAL COLOR AND CHEMICAL Co. 
P. O. Box 1935 New York 128 Duane Street 


ECHINACEA 


“As a remedy for Septicemia the promptness of its action has surprised every physician 
who has yet prescribed it. If it had no other influence than that of antagonizing direct 
septic infection, this would be sufficient to class it of first importance as a remedy 
for this purpose.”—Ellingwood, Ther. Gaz., May 15, 1905. 


EUSOMA— 


Each fluidram containing: — is simply ECHINACEA in perfected form: the ad- 
juvants, thuja and baptisia, materially promoting 


the promptness and thoroughness of action of the 
ECHINACEA. 


Write Us for Sample and Descriptive Matter 


The Eusoma Pharmaceutical Co. 
Cincinnati, Ohio, U. S. A. 
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Mulford’s Sealed Suppositories 


NE of the most important improve- 
ments in medication is offered in the 
form of Mulford’s Sealed Supposi- 
tories. Each suppository is 
ineased in a sterile metal covering which 
protects it from the outside air and decompo- 
sition, and insures absolute aseptic conditions. 
These Sealed Suppositories are prac- 
tically ointmerts of sufficient consistency to 
rmit their insertion, yet melting or dissolv- 
ing at body temperature. Cacao butter and 
gelatinized glycerin are both employed as 
vehicles. 
No wax or hardening material of any 
kind is used to keep the suppository from 
melting in the summer or in Ree climates. 
Should the Sealed Suppository be 
subjected to high temperature and the con- 
tents of the case become soft, the suppository, 
because it is incased in a metallic sheath or case, retains its form, and by immersing in cold or 
iced water, it at once hardens and assumes proper consistency. The outer metal covering is 
removed, as is shown in the illustration, before the suppositories are administered. 
Mulford’s Sealed Suppositories are furnished for rectal, vaginal and urethral use. We 
quote the following special formulas from our list of fifty different combinations. 


Mention name of your druggist and we will send one dozen each of the following suppositories, 
charges prepaid, with new price-list, for $1.00; regular price, $1.80. 


Adrin .... 1-50 Price 
RECTAL SUPPOSITORIES Phenol bon 
Ichthyol 4-5 gr.| of 12 
Adrin Compound Acid Tann 1 gr. 
. Ext. Witch Hazel 1-4 gr. $0.35 
For Hemorrhoids. Ext. Belladonna 15 gr. 
Adrin is our word-mark for Epine- |Ext. Stramonium 16 gr. 
phrin Hydrate, the active principle of the ‘(Powdered Opium . 1 er. 
suprarenal or adrenal gland. The principal advantage of Adrin is that it acts 
as a powerful astringent and hemostatic, checking capillary hemorrhages. 
Jr gene internal and external hemorrhoids, particularly when associated 
wi ng. 


Rectal Suppositories Opium, Aqueous Extract 
Sedative and narcotic. Belladonna Extract 


a3 


Tanichthol, No. 1 Acid Tannic... 


In acutely inflamed hemorrhoids |Ext- Belladonna .... 
Suppositories Tanichthol, No. 1, give |EXt-. Stramonium .. 
prompt relief from pain, itching, tenesmus, ‘Ext. Witch Hazel 
etc., and abort the attack. 


VAGINAL SUPPOSITORIES 
chthyol 
Phenol 
Iodine 
Principally usei in ulcerations of |Zinc Sulphocarbolate 
the cervix, inflammation of the vaginal |Boroglyceride and Gelatin 
mucous membrane and in leucorrhea. 


URETHRAL SUPPOSITORIES (BOUGIES) REGULAR FORM UNSEALED 
Morphine Sulphate. 
Acid Boric 


Fld. Ext. Hydrastis.......... 
Indicated in the early or acute stages of gonorrhea. 


Protargol, 2 grains 


H. K. MULFORD COMPANY, Chemists 


New York St. 
Chicago PHILADELPHIA 
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AReal Malted Milk 


ECAUSE the Casein of the Milk 
is Partially Predigested in 
BORDEN’S Malted Milk it is 
EASILY ASSIMILATED by those 
with weak or delicate stomachs. 


for your most Difficult 
Dietetic Case. 


Malted Milk Dept. 


Borden’s Condensed Milk Co. 
NEW YORK 


POLK’S 
Medical Register 


and Directory of 
North America 
ESTABLISHED 1886 


Do Not Be Deceived By Imitators 


See that the name R. L. POLK & CO. 
IS ON 7HE ORDER BEFORE 
YOU SIGN IT 


POLK'S is the only complete Medical Directory. 
POLK'S is the a Medical Directory having an 
official record of all G Graduates of the North Ameri- 

can Medical Colleges for use in its compilation. 
POLK'S _has stood the crucial test of criticism with 
¢ pop ity. It ghly covers the 


For Descriptive Circulars, Address, 


R. L. POLK & CO., Publishers 
DETROIT, - MICHIGAN 


THYMOLINE 


FoR 


SUMMER COMPLAINTS 


PRO PHY LAXIS—The very natare artifi- 

cial foods and cow’s milk predisposes to 

their rapid decomposition. A few drops 

of Glyco-Thymoline added to each feeding | 

corrects acidity and prevents isorders of 
a h and 


treatment of summer complaints, Glyco- 
Thymoline used internally and by enema 
corrects hyper-acid conditions, stops ex- 
cessive fermentation and prevents auto 
intoxication. . It is soothing—alkaline— 


KRESS & OWEN COMPANY, 
219 Fulton Street, New York. 
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Irregularities of the menstrual flow are, as a rule, the fir manifeftation of 
ructural or other impairments of the reproductive organs. Those agents which 
feftore the monthly visitations to normal limits, will, if properly joned and 


DYSMENORRHEA 


whether neuralgic, membranous, congestive, inflammatory, ovarian 
or obstructive in character, yields readily to the pain-relieving and 
flow-augmenting action of 

Ergoapiol (Smith) 


if one to two capsules are administered three times daily before 
and during the menstrual period. 


AMENORRHEA 


when due to sudden exposure to cold, mental shock, change of 
climate, etc., may be promptly relieved by the administration of 


Ergoapiol (Smith) 


in doses of two capsules three or four times daily for a few days 
in advance of the visitation, then giving one capsule three times a 
day until menstruation has ceased. 


MENORRHAGIA 


whatever may be the exciting cause, excessive menstruation may be 
a, and the uterus invigorated and toned by the admin- 


Ergoapiol (Smith) 


in doses of one capsule once daily for a few days in advance of 
the visitation, then increasing the dose to one capsule four times 
daily throughout the period. 


This product is supplied in metal bones coutsining lea, It is obtains 
physicians upon request. 


Martin H. Smith Company, 


NEW YORK, U. S. A. 
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Catgut Surety 


The average Catgut may be perfectly sterile but there’s a 
RISK. 


Ordinary Catgut may be of proper tensile strength but 
HAZARD. 


Commercial Catgut may be of uniform absorbability but 
there's a CHANCE. 


“Van Horn” Catgut 


is absolutely dependable in every respect and its use in operative 
work imparts to the operator a sense of sterile surety and a feel- 
ing of surgical security. Samples sent on request. 

VAN HORN & SAWTELL 


LONDON, ENGLAND NEW YORK, U.S.A. 
31-33 High Holborn 20 East 42nd Street 


(Extra Dry) 


CHAMPAGNE 


is’particularly adapted to medicinal use, 
being retained by the stomach when 
other wines are rejected. It is made 
from the pure juice of the grape, natur- 
ally fermented in the bottle. Properly 
used it is a valuable and agreeable thera- 
peutic agent. 

As an American wine, it is free from 
the high import duty on champagne, 
which fact enables us to market it at 
one-half the cost of the European wines. 
In atonic dyspepsia, vomiting, and in 
convalescence from acute. diseases, 
Cook’s Imperial Champagne is held in 
high esteem by physicians. 


Manufactured by 
The American Wine Company 
ST. LOUIS, MISSOURI 
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Failing Nutrition 
is so frequently the “danger-signal” of many a 
grave disease, that it should never be. neglected. - 

GRAY’S GLYCERINE 
TONIC COMP. 
improves bodily nutrition by imparting tone to 
weakened cells, promoting their functional activity 
and increasing their vital capacity. /n raising 
the index of vital resistance it always gives 
material aid in averting disaster. 

THE PURDUE FREDERICK CO. 

298 BROADWAY, NEW YORK 


ECTHOL. 


FORMULA:—EACH FLUID DRACHM REP- 
RESENTS TWENTY-EICHT CRAINS ECH- 
INACEA ANCUSTIFOLIA AND THREE 
CRAINS THUJA OCCIDENTALIS. IT IS 
ANTI-PURULENT, ANTI-SUPPURATIVE, 
ANTI-MORBIFIC, AND IS ESPECIALLY 
INDICATED IN BREAKING DOWN CONDI- 
TIONS OF THE FLUIDS, TISSUES, COR- 
PUSCLES, AND DYSCRASIA OF THE SE- 
CRETIONS. 


BROMIDIA PAPINE  IODIA 


BATTLE & CORPORATION, ST Louis, Mo., U.S.A. 
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Three Time-Tried and 


Efficient Remedies 


GENITONE (ELIX. VIBURNUM PRUNIFOLIUM COMPOUND-MERRELL) has for many 
years been the unfailing reliance of thousands of physicians in the 
treatment of Functional Derangements peculiar to Women. Each fluidram 
represents Golden Seal 5 gr., Black Haw 8 gr., Pulsatilla 2 gr., Passiflora 4 gr., Life 


Root 5 gr., and Aromatics q. s. The average dose is one teaspoonful three or four 
times daily. ‘ 


ELYTRONE (ANTISEPTIC VAGINAL SUPPOSITORIES) meet the indications in 

those cases in which leucorrhea is a symptom requiring local treat- 
ment. Their action is astringent, antiseptic, analgesic and deodorant. Each suppository 
contains Boroglyceride Solution 75 gr., Colorless Hydrastis 5 min., Thymoline (equiva- 


lent) 40 min., Zinc Sulpho-carbolate % gr., Acetanilide 2 gr., Gelatin q. s. Elytrones B. 
have the same composition with the addition of 5 gr., Ichthyol to each suppository. 


ERPIO —DR. SHRADER™ (CAPSULES APIOL COMPOUND). Each capsule contains 
Apiol—green 5 min., Ergotin 1 gr., and Gossypin 3 gr. 


Erpiol contains no aloes and acts as a direct emmenagogue and not as the 
. indirect result of irritation of the rectum and other pelvic viscera. 


Erpiol is effective in relieving Dysmenorrhea, Amenorrhea and Scanty 
Menstruation. 


Circular matter descriptive of these 


Three Time-Tried and Efficient Remedies 


Sent to physicians upon application 


The Wm. S. Merrell Chemical Company 


NEW YORK CINCINNATI SAN FRANCISCO 
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The Finishing Touches 


hat go toward pertection—the elaboration of the 
most minute detail—contrive to make 


The McIntosh 
Therapeutic Wall Cabinet No. 9 


an apparatus of superior merit. 

Its Points of Especial Advantage are a High 
Tension Faradic Coil, the McIntosh Monomotive 
Rheotome, a Special Cautery Circuit, a Current 
Combiner Switch, and our New noone? Changing 
Switch, as wellas the approved MacLagan Wire 
Rheostat and the accurate Mcintosh Shunt Mil- 
~~ naman as furnished with our more simple 
plates. 

The Modalities Available include a wide range 
of Galvanic, Interrupted Galvanic,Galvano-Faradic, 
High-Tension Faradic, Cautery, Sinusoidal, and 
Lamp Currents. 

The Source of Energy may be a lighting current 
of any voltage, direct or alternating, or a battery of 
liquid or dry cells. 


Priced at a Popular Figure 


Our New Illustrated Catalogue, Series P, 27th 
Edition. shows a full line of Wall Cabinets, Porta- 
ble Batteries, Electrodes, Cautery Appliances, Sin- 
usoidal Apparatus, Static Machines, X-Ray and 
High-Frequency Equipments. Mailed upon re- 
quest. Our goods represent the highest standard 
of excellence in artistic design, correct workman- 
ship and therapeutic adaptability, and will satisfy 
the most critical eye. 


McIntosh Battery & Optical Co. 
4-6 North Canal Street 
Chicago . .  ImIlinois. 


PEACOCK'S 
BROMIDES 


CHIONIA 


THE BEST FORM 
OF BROMIDES 


The Hepatic 
Stimulant 


Each fluid drachm contains 15 grains 
of the neutral and pure bromides of 


Cal- 


cium and Lithium. © 


In Epilepsy and all cases demanding 
continued bromide treatment, its 
purity, uniformity and definite thera- 
peutic action, insures the maximum 
bromide results with the minimum 
danger of bromism or nausea. 


DOSE—One to three teaspoontuls ac- 


cording to the amount of Bromides 
pound 


Prepared from Chionanthus Virginica 
Expressly for Physicians‘ Prescriptions 


~ Chionia is a gentle but certain stim- 
ulant to the hepatic functions and 
overcomes suppressed biliary secre- 
tions. It is particularly indicated in 
the treatment of Biliousness, Jaun- _ 
dice, Constipation and all conditions _ 
caused by hepatic torpor. 


Free tes to Physici 


Phar 


Peacock Chemical Co., St. Louis, Mo. 


Peacock Chemical Co., St. Louis, Mo. 


Pharmaceutical Chemists. 


| 
| Ow | 
DOSE—One to two teaspoon. 
tles only. Free samples ito the = 1-2 pound hotties only : 
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August — Special Number 


Surgery,Gynecolo 
and Obstetrics 


for the 


American Gynecological Society 


In which will appear the following papers read before the society at its last 
annual meeting held in Washington in May: 


Prophylaxis in Venereal Disease—President’s Address................42+ CLEMENT CLEVELAND, M. D., New York 
Frequency and Clinical Signiticance of Contractions of the Pelvic 
Wittiams, M. D., Baltimore 
Further Experience with Scopolamine-Morphine Anesthesia in Obstetrics 
Influence of Constipation on Gynecological Abnormalities ........ J. A. GFISSENDORFFER, M. D., The Dalles, Ore. 
Induced Labor and Delivery by Abdominal Section....................5.- Epwarp P. Davis, M. D., Philadelphia 


Symposium: The Care of the Wound and the After-Treatment of Laparotomies : 


The Method of Closing the Setu C. Gorpon, M. D., Portland, Maine 
The Closing The Wow ses C. A. KirRKLEy, M. D., Toledo 
Catgut or Silver Wire for Approximating the Deep Fascia........... HuNTER Ross, M. D., Cleveland 
The Use of Laxatives in the After-Treatment.............+seeeeeee. Henry T. Byrorp, M. D., Chicago 
Eserine Salicylate as a Prophylactic Against Atony of the Bowels.......... 

Care of Stomach and Bowels; Position and Rest in Bed............. LAPTHORN SmiTH, M. D., Montreal 
Treatment of Stomach and Intestines; Position and Rest in Bed..... Henry C. Cor, M. D., New York 
The After-Care of the Patient. ........002...cccccs.sccccccccccvcese HERMAN J. Botpt, M. D., New York 
The Of the PRR J. MONTGOMERY BALDy, M. D., Philadelphia 
What Silver Salt Shall be Used in Ophthalmia Neonatorum? What Strength?.................+.. 

W. Francis B. WAKEFIELD, M. D., San Francisco 
Incision of the Anterior Uterine Wall as the Treatment of Chronic Inversion of the Uterus......... 

A Study of the Utero-Sacral Ligements from the Standpoint of Their Utility as Uterine Supports. . 

Post Operative Inversion of the Vagina; a Presumably New Operation for its Cure....... ........++ 


A COMPLETE STENOGRAPHIC REPORT of the transactions and AB- 
STRACTS OF ALL PAPERS not printed in full will appear in the same issue. 
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BLETS ADDO 
ST Lovis.m 


Subscription Agents 
Wanted 


PAID FOR SUBSCRIP- 


TIONS FOR THIS SULPHO-LY THIN 


JOURNAL Hepatic Stimulant 
Intestinal Antiseptic 
Uric Acid Solvent and Eliminant 


NO INJURIOUS ACTION UNDER 
CONTINUED ADMINISTRATION 


Franklin H. Martin, M. D. Sample and literature upon request, 
Managing Editor LAINE CHEMICAL COMPANY 
103 State St. CHICAGO 81-83 Fulton St., New York City 


XXX 
No} Rain. beyond, | 
froRr SAMPLES OF ANTIKAMNIA TA = 
THE ANTIKAMNIA CHEMICAL CO. So. 
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BOVININE 


A Perfected Food 


THE profession largely agree now that BOVININE as a 

food and tonic is highly izdicated in typhoid fever, 
diphtheria, consumption, bronchitis, pneumonia, and all wast- 
ing diseases and for feeble infants, nursing mothers, nervous 
prostration, overwork, general debility, ctc. 

WHY ? 

Because in disease ordinary foods are not assimilated, 
and mal-nutrition is the result of their use. BOVININE 
supplies every element of nutrition ready for assimilation 
producing no gastro-intestinal disturbance. 


THE BOVININE COMPANY 


75 West Houston St., New York Gity 


om 
THE BOVININE 
— 


Ite formula is published. 
It is strictly ethical. 
It is scientifically prepared. 


| 
GUARANTEED UNDER THE FOOD AND DRUGS 
ACT, JUNE 30, 1906—Senmiat Numecr 110. 


ALETRIS CORDIALRIO 


Indications: Amenorrhea, Dysmenorrhea, Leu- 
corrhea, Prolapsus Uteri, Sterility (from func- 
tional causes) and To Prevent Miscarriage. 


CELERINA 


Indications: As a Tonic, Stimulant and Anti- 
spasmodic; in Loss of Nerve Power and 
in_ All Languid Conditions of the System. 


PINUS CANADENSIS 


Indications: DARK.—In Albuminuria, Diarrhea, 
Dysentery, Night Sweats, Hemorrhage and 
Profuse Expectorati also for Protruding 
and Itching Piles, Fissures of the Anus, Burns, 
Scalds, Catarrh, Sore Throat and Tamponing. 
LIGHT.—For Gonorrhea, Gleet, Leucorrhea, 
and other Vaginal Conditions—also for all 
Diseases of the Mucous Membranes requiring 
an Astringent. 


RIO CHEMICAL CO. 


YORK: PARIS 
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25c AND $1.00 
CONTAINERS 


25c Bottle 


lf You Want the Best Results 


SCROFONOL 


For Eczema and all Skin Diseases 


Samples and Literature 
Both for Scrofonol and Campho-Phénique on request 


CAMPHO-PHENIQUE CO., ST. LOUIS, MO. 


CAMPHO-PHENIQUE 
LIQUID a POWDER 
Acknowledged Tee 
Cuts, 
Minor Ulcers, 
ond WOMRMITANT and all 
1-OZ. AND 1-LB. 
A Facsimile of the eee 
Use 
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The Most Efficient Uterine Tonic, Antispasmodic, Alterative and Anodyne; 


Unexcelled in Dysmenorrhea, Menorrhagia, Threatened Abortion and wherever 
a uterine tonic is indicated. 


The Reliable Neurotic Anodyne and Hypnotic. 
in Insomnia and restl f Fevei 
remedy par excellence on producing Nataral Sleep, 
Contains no opium, morphine, chloral or other deleterious drugs, 


One part Neurosine, to two parts Dioviburnia in Female Neuroses, Eclampsia, Melancholy, 
Neuralgia, Anemic Nervousness, etc. 7 


OPPOSED TO GERM LIFE 


A Perfect Antiseptic Germicide and Deodorant. 


Non-Toxic, Non-Poisonous, Non-Irritating, slightly alkaline. NO ACID REACTION, 
ALMOST A SPECIFIC IN CATARRH AND ECZEMA. 


FREE — Bryce’s Pocket Practice, a Complete Condensed Work on the Practice of Medicine, Full size bottle of DIOVIBURNIA, NEUROS- | 
INE and GERMILETUM, with Formula and Literature, furnished FREE to Physicians, they paying express charges. 


A NURSE'S OUTFIT 
_ THE TAYLOR WOOLFENDEN CO. 


WOODWARD AVE.& STATE S 


DETROIT, MI 


COL LAR 


WOLLAR 


ZUANOVER) 


Our readers will confer a favor 
upon the publishers by{mentioning 
this journal when writing to ad- 
vertisers. 


SAL HEPATICA 


The original effervescing Saline Laxative and 
Uric Acid Solvent. A’combination of the Tonic, 
Alterative and Laxative Salts similar to the 
celebrated Bitter Waters of Europe, fortified by 
addition of Lithium and Sodium Phosphates. 
It stimulates liver, tones intestinal glands, puri- i 
fies ali y tract, impr di assim- j 
ilation and metabolism. Especially valuable in 
rheumatism, gout, bilious attacks, constipation. 
Most efficient in eliminating toxic products from 
intestinal tract or blood, and correcting vicious 
or impaired function. 
Write for free samples. 


SALINE LAXATIVE 


BRISTOL-MYERS CO., Brooklyn, New York 


VALUABLE PRODUCTS | 
I DIOVIBURNIA|: 
9 NEUROSINE «> 
VALUABLE COMBINATION| 
| 
| | 
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The Surgeons’ Ideal Head Lamp 


Perfect, Even, White Light, 32 C. P., 110 Volts, 9 Foot 
Cord with Stage Connector, Unbreakable Plug, Double 
Universal Joint. Price $7.50. 


THE WM. MEYER CO. 


Electrical Engineers 
56 Fifth Avenue, Chicago 
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SENG 


Secernent 


CACTINA 


PILLETS 


A Digestive 


A Cardiac Tonic 
Stimulant 


A preparation of Panax (Ginseng) 
which is being successfully em- 
ployed to stimulate the secretory 
glands of the alimentary canal. 
Indicated in Indigestion, Malnutri- 
tion, and all conditions arising from 
a lack of digestive fluids. 


DOSE.-One or twa teaspoonfuls 
three or more times a day 


PUT UP IN 10 OZ. BOTTLES ONLY 
Free ies to Physici upon request 


From Cereus Grandiflora (Mexicana) 


Each Pillet containing One One- 
Hundredth of a grain of Cactina 


Indicated in functional cardiac 
troubles, such as tachycardia, palpi- 
tation, feebleness; and to sustain the 
heart in chronic and febrile diseases. 
It is not cumulative im its action. 

DOSE—One to three Pillets 
three or four times a day. 
Put up in hotties of 100 pillete 


Free pies to Physiol upon req 


Sultan Drug Co., St. Louis, Mo. 


Pharmaceutical Chentists 


Sultan Drag Co., St. Louis, Mo. 
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SYR. HYPOPHOS. CO., FELLOWS 


Contains the Essential Elements of the Animal Organization— Potash and Lime; 
The Oxidising Agents—tiIron and Manganese ; 


The Tonics—Quinine and Strychnine; (each fluid drachm contains the equivalent = 
of 1-64th grain of pure Strychnine.) ig 

And the Vitalizing Constituent—Phosphorus ; the whole combined in the form 
of a syrup with a Slightly Alkaline Reaction. 

It Differs in its Effects from all Analogous Preparations ; and it pos- 
sesses the important properties of being ple: pleasant to the taste, easily borne by 
the stomach, and harmless under prolonged use. 

It has Gained a Wide Reputation,’ particularly in the treatment of Chronic 
Bronchitis, and other affections of the respiratory organs. It has also been 
employed with much success in various nervous and debilitating diseases. 

Its Curative Power is largely attributable to its stimulant, tonic, and nutritive 
properties, by means of which the energy of the system is recruited. 

Its Action is Prompt ; it stimulates the appetite and the digestion, it promotes 


assimilation and it enters directly into the circulation with the food products. 
The prescribed dose produces a feeling of buoyancy, and removes depression and 
melancholy ; hence the preparation is of great value in the treatment of mental 


and nervous affections. From the fact, also, that it exerts a tonic influence, and ; = 
induces a healthy fiow of the secretions, its use is indicated ina wide range of Fit 
diseases. 


This preparation can be procured;at all chemists and druggists, everywhere. 


HIS is what a ee 
Magazine looks 
like when bound in a 


SIMPLEX 
BINDER 


We make covers 
of all sizes and Print Be 
titles to suit. 


Perfect 
Antisepsis 


without the ‘slightest toxic effect or irritating 
action is easily and rapidly obtained if 


i => Thus the practice of surgery is greatly papers, 
aided and Y ge by this effective anti- books,magazines 
i septic, which, when — to wounds, or sheet music at 
not only immediately destroys all micro- Home. 
npogen OTganisms, but rapidly promotes the healing 
The Simplex Adjustable Binder holds 
of his one or more issues and becomes a 
e October, 1904, we have employed 
THERAPOGEN" exclusively in the permanently bound book when the 
wounds, etc. and we do not intend to replace sima volume is completed. 
For liberal samples and full literature address ; 


Write for catalogue and price list. 


511-513 W. 69th St. CHICAGO, ILL. 
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The Late 


Sir Andrew Clark 


in his later years, the busiest Physician in the world, 
found time for twenty minutes one day in every month 
to listen to an epitome of the new discoveries and devices 
in Pharmacy, Medicine and Surgery. 


Doctor: Can’t you devote one hour of your life to the 
profitable investigation and consideration of a class of 
troubles that afflicts over 30% of the entire population, 
men, women and especially children? 

We would like to send you a copy of a paper, read 
before a National Association of Surgeons by one of their 
number, on the subject of Spinal Troubles, causes, 
effects, treatment and exercises recommended. It is full 
of interest from the opening word—we know, for we 
have been specialists in the manufacture of 

appliances for eight years. 

We have been doing one thing during that time 
and doing that one thing well. 

It is on this that we base our claim for your co-opera- 
tion with us in the work of stemming the tide of defor- 
mity, suffering and distress from the various forms 
of spinal troubles. 

Let us'tell you of the Sheldon Method of Cur- 
ing Spinal Curvature by appliance suggested, treat- 


ment and exercises, and of our plan of co-operation. 
Write to us now while you have this subject in mind. 


PHILO BURT MFG. CO., 
148 6th Street, JAMESTOWN,N.Y. 


READ DEPARTMENT OF TECHNIQUE IN 


SURGERY, GYNECOLOGY 
AND OBSTETRICS 


“‘Each month the masters in surgery, gynecology and obstetrics will give in print and 
illustrations exact pictures of their latest accepted technique, with minute detail, of 
ordinary procedures. Including in this will be the operating room, delivery room, and 
home technique, as carried out by the operator and his assistants and nurses, in 
operations, gynecological treatments, and the conduct of normal and operative obstetrics. 
This department is so systematized that in course of a year a complete volume of exact 
technical knowledge, originating with the best men in the world, and stripped of all 
extraneous matter, will be in the possession of the readers of the Journal.” 
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THIS iS W. SCH EIDEL COIL CO. 


171 EAST RANDOLPH STREET, CHICAGO, U. S. A. 


IS SUPER 
STRUMENT ON THE MARKET FOR 
THE PRICE 


THE 


X-RAY COIL 


WORLD’S STANDARD 


TAKE NOTICE 


A COMPLETE ALTERNATING CUR- 
RENT X-RAY COIL EQUIPMENT 
AS ILLUSTRATED .. . . $175.00 
Same Style for Direct Current . $150.00 
Remember though our Products are of the 
Highest Scientific _— they are not 
high in price . ee 
Before placing your paren send for our 
latest catalogue and price list . 


ADOLPH GEHRMANN, M. D. 


W. A. Evans, M. D. 


Joun C. WESENER, Pu. C., M. D. 


THE COLUMBUS 
MEDICAL LABORATORY 


A laboratory tor physicians. Chemical, microscopical, and 


bacteriologic examinations. 


Culture supplied. In- 


vestigation of sanitary and medico-legal questions. Instruc- 
tions given in laboratory medicine. Disinfection of houses 


and apartments. 


Circulars and Fee Table on application. 


COLUMBUS MEDICAL LABORATORY 


TELEPHONE CENTRAL-2740 


103 STATE STREET, CHICAGO 
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Richelieu andOntario 
Navigation Co. 


‘‘NIAGARA TO THE SEA” 


Hotel ‘‘ Manoir Richelieu,’”” Murray Bay, P. Q., Canada. 
St. Lawrence River, 82 miles below Quebec. 


The Tourist Water Trip of America 


TORONTO TO Charlotte (Port of Rochester), Kingston, Clayton, 
Alexandria Bay, Thousand Islands, Rapids of St. Lawrence, Mont- 
real, Quebec, Murray Bay, Tadousac and the Saguenay River. 

Steamers “TORONTO” and “KINGSTON” leave Toronto commenc 
ing June Ist daily except Sunday. From July 1st until September 
14th daily. Connection made at Prescott with new steamer 


“RAPIDS KING” and “BROCKVILLE” running the Rapids of 
St. Lawrence. 


For further information and illustrated literature, apply to 
nearest Ticket Agent or address 


THOS. HENRY H. FOSTER CHAFFEE 
Traffic Manager Asst. Gen. Pass. Agt, 
MONTREAL, CAN. TORONTO, CAN. 


ADVERTISEMEN IS XXXIX 


Let me suggest an ideal summer 
vacation trip for you. 


| Go: West and see the 
Colorado Rockies 


—the Switzerland of America 


Grand Canyon of Arizona 


—the world’s wonder 


California Sierras and Beaches 


—it’s cool there in midsummer 


Very low excursion rates 


Write for the following souvenir travel books: 
‘*A Colorado Summer,’’ ‘‘Titan of Chasms,’’ 
‘*Yosemite Valley,’’ 
‘*To California Over the Santa Fe Trail,’’ 
‘*California Summer Outings.”’ 


They will be mailed absolutely free. You need only 
mention this magazine and say: 
“*Send me your vacation books.’’ 


Address W. J. Black, Passenger Traffic Manager, A. T. & S. F. Ry. System, 
No. 1118-L Railway Exchange, Chicago. 
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The Trade- Mark 
of Quality 


In Electro-Surgical 
Apparatus 


THERAPEUTIC 
LAMPS 


WALL PLATES 


TRANS- 
FORMERS 


BATTERIES (a BONE SURGERY 
VIBRATORS ENGINE 


VICTOR ELECTRIC CO. 


HE LIGHT that is correct in DESIGN these and many other i i 55-6 -» Chicago 

and CONSTRUCTION to insure ef- things in our large Main Office and Factory, 1 Market St., C 
fective results. Let us send you a special Catalogue No. 28B, New York Branch Boston Branch 
pamphlet on light therapy. It is free upon request. 110 E. 23rd St. 100 Boylston St 


| 
) 
4 BY 


ADVERTISEMENTS 


xli 


WORTH SANITARIUM 


Kenilworth, Illinois 
(c. & N. W. RAILWAY, SIX MILES NORTH OF CHICAGO) 
Telephones—Kenilworth 78, Evanston 778 
Built and equipped for the treatment of nervous and mental 
diseases. Approved diagnostic and therapeutic methods. Special 
system of ventilation. ooms impervious to noise. Elegant ap- 


pointments, Bath rooms en suite, steam heating, electric lighting, 
electric elevator. 


SANGER BROWN, Physician in Charge 
100 State Street, Chicago 


Telephone Central 3707 


Nicholas Senn Festschrift 


DEPARTMENT OF 


Surgery, Gynecology and Obstetrics. 


In this department there will shortly appear the following papers: 
Surgical Treatment of Puerpbral Fever... 
adie sas esl SIR WILLIAM JAPP SINC LAIR, M. D., Manchester, England 


Treatment of Ectopia Vesicz -- - - - - -PROF. JOHN BERG, Stockholm, Sweden 
X-Ray in Diagnosis of Diseases of the Chest -CARL BECK, M. D., New York City 
Serpery Of the Liver... DR. CARL GARRE, Breslau, Germany 


In later issues will be published articles from the following: 
Prof. Alexander Ogsten, Aberdeen, Scot- Dr. Juan Redondo, Madrid, Spain 


land Surgeon-Gen. Suzuki, Tokyo, Japan 
Prof. Chalmers Da Costa, Philadelphia,Pa. Dr. Rudolph Matas, New Orleans, La. 
Prof. A. Demmler, Paris, France Prof. Arnold Lorand, Carlsbad, Germany 


Prof. Howard A. Kelly, Baltimore, Md. Dr. F. M. Sandwith, Cairo, Egypt 
Prof. J. L. Reverdin, Geneva, Switzerland Sir Thomas Myles, Dublin, Ireland 
Prof. A. Vargas, Barcelona, Spain Prof. Dr. Erwin Payr, Graz, Austria 


SPECIAL DE LUXE EDITION 


After having been published in SURGERY, GYNECOLOGY AND OBSTETRICS, the papers 
which have appeared in the department NICHOLAS SENN FESTSCHRIFT will be collect- 
ed into two handsome volumes, to be sold on subscription only. The edition will 
be limited. 


Price, per volume, $5.00 
Payment to be made upon the distribution of the volumes. Subscriptions should be 
sent to 


The Surgical Publishing Company of Chicago 
103 State Street, Chicago, Illinois. 
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PALMYRA SPRINGS SANITARIUM 


FOR THE SCIENTIFIC CARE AND TREATMENT OF 


Male Patients Inspection 
Invited 


Not Accepted 


Home-like, quiet retreat. Beautifully located in our private 40 sere 
Easily accessible "to all po joints. All the fe r the of 
Hydrotherapy, Electricity, Massage, Ete. 


Mental and Nervous Diseases of Women 


C. HOWARD SEARLE, M. D., Superintendent 


CONSULTATION STAFF For Further Information, Address 
Daniel R. Brower, M. D., 34 Washin, ington St., Chiengo PALMYRA SPRINGS SANITARIUM, PALMYRA, WIS. 
D., 108 State St., Chieago We Have a Woman Physician on Medical Staff 


. E. Kiernan, M. D., 108 State St., Chieago 
H. Hu D., 3872 Washington Bivd., St. Louis “LONG DISTANCE TELEPHONE IN SANITARIUM” 


SURGERY, GYNECOLOGY AND OBSTETRICS 
Volumes I, II and IIl 


Can now be supplied in book form, handsomely bound in blue cloth, with gold 
lettering. 


Price, $3.50 per volume. 


Complete sets of unbound copies of same volumes can be exchanged for the 
bound volumes upon payment of $1.00 per volume for binding. 


KAZOL, Semi-Digested Milk Food 


Is a perfect nutrient and acceptable to the most delicate stomachs. 
DELIVERED DIRECT 


79 Dearborn Ave. MATZOON COMPANY CHICAGO, ILL. 


Long Distance Phone, North-328 


ADVERTISEMENTS 


HE MAIN BUILD 


Health, Comfort and Pleasure 
At the Battle Creek Sanitarium 


The Battle Creek Sanitarium is not surpassed in facilities for th 

comfort, enjoyment and health of its guests. 
The luxury of its appointments appears in its great indoor Pex 
oteee, sun parlors, cheerful dining rooms (with So mile view), magnificen 
bbies, parlors, foyers, porches, spacious rooms, 10) Suites with private baths, tele 
phone in every room, absolutely fire proof building costing $1,500,000 equipped, etc. 

Its famous system of dietetics, nursing, baths, manual Swedish movements, 
mechanical vibration, massage, health training, school of health, and costly 
scientific equipment for electric light baths, phototherapy, electricity, X-Ray, 
Finsen-Ray, etc., aa it what a distinguished guest called it, ‘America's Great 
of Hea 

_ EN CRTAINMENT. Abundant opportunity for rest and quiet, constant 
ae! in watching aquatic and gymnasium drills, or contests and attending 
addresses, recitals, stereopticon lectures, musicales, or in walking, riding, driv- 
ing, etc. 

RATES VERY MODERATE. Board and room including baths, services of 
bath attendants and necessary medical attention, cost lessat the Battle Creek Sani 
tne — board and room alone at many resort-hotels not so elegantly 
appoin 

PHO SEOGR APHIC PORTFOLIO showing 60 interior and exterior views of 
the Battle Creek Sanitarium, its life and environment, mailed FREE to the 
Magazine of Surgery's readers who are earnestly seeking better health. Kindly 
state accommodations probably required. Address Box 11. 


The Sanitarium, Battle Creek, Mich. 


All through railroad tickets now have stop-over privileges at Battle Creek 


DR. BROUGHTON’S S ANIT ARIUM *&; for — and other drug addictions, including alcohol and special nervous 


PHONE 536 Address: R. BROUGHTON, M. D., 2007 S. Main Street, Rockford, Ill 
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THE CHICAGO HOSPITAL 


Local, Oakland 


Telephones § Long Distance, Ookiana 1466 452 E. Forty-ninth Street 


A PRIVATE HOSPITAL 


(Incorporated 1896 and Reorganized 1905) 


STAFF 
Surgeons and Gynecologists . 
Alexander > Ferguson, M. D. Albert Peacock, M. D. 
J. G. Crai ee} Victor S. Frankenstein, M. D. 
Andrew ade M. D. Wm. M. Harsha, M. D. 
John A. Lyons, M. D. 
Ophthalmologist Diseases of Children 
Casey A. Wood, M. D. John C. Cook, M. D. 
Physicians 
Wm. E. Quine, M. D. B. L. Riese, M. D. 


H. W. Gentles, M. D. 


Situated in the finest resident district in Chicago, overlooking Drexel Boulevared and one block from the famous South-side 
drives. It is modern, fire-proof in construction, elegantly furnished. ony quippe yped, and in brief the best and most high 
classed in America, It is reached by Cottage Grove Avenue Cars, Elevated an inois Central R. R. 


Rooms with open fire-places; all outside and single. 
Rates vary from fifteen ($15.00) to fifty ($50.00) per week. 
X-Ray machines for Flouroscopic examinations and Skiagraphic work. High frequency equipment. 


Patients admitted suffering from Surgical, Medical, Gynecological, Orthopedic, and Ophthalmic diseases. Contagious, 
Mental, and Alcoholic cases are not received. 


Service day and night, trained nurses, private ambulance. The hospital is open to reputable physicians. 
Communications addressed to The SUPERINTENDENT and MANAGER, Cor: 4gth and Cottage Grove Ave. 


Bowman Dairy Comp any 
“Milk bottled in the country 


Do our wagons serve you? 
Milk, Cream, Butter, Buttermilk. 


“cathy vot buf the best? 


169-17 Ontario Street 
Telephones at all division offices 


Evanston Chicago Oak Park 
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College of Physicians and Surgeons 


Medical Department of Columbia University 


437 West 59th Street, NEW. YORK, N. Y. 


Summer courses in medicine and surgery, for physicians and for properly quali- 
fied medical students, will be given during June, July and August, 1907. The 
courses vary from three to five weeks in length, and one or more courses will be 
offered in each of the following subjects : 


lied Thecapeutics Neurolo. 
Obsletrics 
Ophthalmolo 
Genito-Urinary Diseases Orthopedic Surgery 
Gynecolo Otology 
Laryngology Physical Diagnosis 
Medical Diagnosis Physiology 


Surgery 
An announcement, containing a statement of each course, will be maiied upon 
application to the Assistant Registrar. 


C. S. NEISWANGER, M. D. 
PRESIDENT 


E. H. GRUBBE, M. D. 
V. PRESIDENT 


A Post Graduate School for teaching the 
use of electricity as applied to Medical 
and Surgical subjects. 

Instruction is Didactic and Clinical. 


Physicians may matriculate at any time. 
Write for catalogue. 


ILLINOIS SCHOOL OF ELECTRO -THERAPEUTICS 


A. H. ANDREWS, M. D.., Secretary 
35 EAST RANDOLPH STREET, CHICAGO 
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College of Physicians and Surgeons 
Of Chicago 


College of Matisine of the ey of Illinois 


. Situated in the heart 
of one of the greatest 
medical centers of the 
world, it affords to stu- 
dents clinical advantages 
which are unexcelled. 


The College of Physi- 
cians and Surgeons has 
unsurpassed facilities and 
equipment. 


Collegiate year, September to June 


Recently acquired additional space makes possible magnificent laboratories, amphitheaters, lecture rooms 
and library. Persons interested in medical:education are invited to investigate this school. 


ADDRESS 


DR. FRANK B. EARLE, Secretary 


CONGRESS AND HONORE STS., CHICAGO 


NO RTHWESTERN UNIVERSITY 


MEDICAL SCHOOL 


(Chicago Medical College) 
N.S. DAVIS, A. M., M. D., DEAN 
Buildings and equipment new. Four Hospitals in Affiliation, with 800 beds. Clinical work 


in every year. Ward walks for seniors daily. Dispensary treats 50,000 patients annually. The 
recognized leader in medical education. For circular and information, address, 


2431 Dearborn St. MIX, Secretary Chicago, Illinois 
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Post-Graduate Medical School 
of Chicago 


2400 DEARBORN STREET, CHICAGO 


W. F. CoLteman, M. D., President W. L. Baum, M. D., Zreasurer 
ARTHUR R. E.tiott, M. D., Vice-President F. A. BEsLey, M. D. 
FRANKLIN H. Martin, M. D., Secretary 


Practical Post-Graduate Courses in All the Departments 
of Medicine and Surgery 


Wright’s Vaccine Therapy 


courses of lectures upon Wright's 
Vaccine Therapy are offered to students 
interested in such work. 


Special courses in technique may be arranged 
for by a limited number of practitioners. 


For catalogue 12 and full particulars, address 


FRANKLIN H. MartTIn, M. D., Secretary 
2400 DEARBORN STREET CHICAGO, ILLINOIS 
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THE AMERICAN TRUST 
and SAVINGS BANK 


OUR NEW BUILDING CORNER CLARK AND MONROE STREETS 


Capital »4 Surplus 
$4, 500,000 


Deposits 


$ 30,000,000 


EDWIN A. POTTER 
T. P. PHILLIPS 
JAMES R. CHAPMAN - 
JOHN JAY ABBOTT 
CHARLES S. CASTLE - 
F. ]. SCHEIDENHELM - 


JOY MORTON, 
JOHN F. HARRIS, 
E. J]. BUFFINGTON, 


- Assistant Cashier 


E. H. GARY, 
T. P. PHILLIPS, 

WILLIAM KENT, 

CHARLES H. DEERE, 


iil r 


OFFICERS 


President 
Vice-President 
Vice-President 
Vice-President 

Cashier 


DIRECTORS 
E. P. RIPLEY, 


JAMES R. CHAPMAN, 


OLIVER C DECKER 
EDWIN L. WAGNER 
FRANK H. JONES - 
WILLIAM P. KOPF 
GEORGE B. CALDWELL 
WILSON W.LAMPERT - 


THEODORE P. SHONTS, 
W. H. McDOEL, 
GILBERT B. SHAW, 
EWDIN A. POTTER 


General Banking 
Savings 
Trust Department 
Bond Department 


Safety Vaults 


- Assistant, Cashier 
- Assistant Cashier 
Secretary 
Assistant Secretary 
- Mgr. Bond Dept. 
Anditor 


NORMAN B. REAM 


CHARLES H. THORNE, 


BENJAMIN THOMAS 


7 
: 


AFTER GRANDE GRILLE SPRING 


A Gaseous Sodio-bicarbonated Mineral. Water 


Alkalinity: ‘patts per 109,000 


True to the formula of the mineral spring water. Its freedom from the multi- 
tude of microscopic infusoria usually found in spring waters is: due to the use of 
Hydrox the double distilled water as its base. 


ANALYSIS PARTS PER 100,000 


Potassium Sulphate 20,404 
Sodium Sulphate. 
Sodium Phosphate. . 0.422 
> Sodium Chioride . . 64.878 
Sodium Bromide . . 0.0F3 
Sodium Todide. ... . 0,003 
Sodium Carbonate:... 380.130 


~ 


Hydrox Vichy possesses an incontestable efficacy in the treatment of diseases 
where it is desired to overcome the acigity of the stomach or intestines, cause in- 
creased fluidity of the bile or render the prime alkaline, 


THE CONSUMERS COMPANY 


Phone Yards 1220 


35th and Butler Streets, Chicago’ 
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Ammonium Carbonate. 0.469 
‘2 Caicium Carbonate . . 25,003 
\ i Strontium: Carbonate’ . 0.232 
Magnésium Carbonate . 3.520 
Iron and Manganese. . Traces 
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PREP ARATIONS 


of a most important thera poutie agent | 


Astringent, Hemostatic 1:1000 
and Heart Stimulant, Bland and odorless. 


Suprarenalin Solution Triturats 
431000 Vials of 20. 
Stable, non-irritating, Soluble and convenient 


ARMOUR & COMPANY, CHICAGO. 


The Winkley Artificial 
Limb Company 


 (lacorporated under the Lawe of the State of Minnescts) 
JEPSON BROS., Sole Owners 


LARGEST MANUFACTORY OF ARTIFICIAL LEGS 
IN THE WORLD 


Manufacturers of the 
IMPROVED, PATENT ADJUST- 
ABLE, DOUBLE SLIP SOCKET 


ARTIFICIAL LEG 


(Wertanted NOT to Chafe the Stump) 


WATH SPONGE RUBBER, MEXICAN FELT OR 
ENGLISH WILLOW FOOT 


PBRFECT FIT GUARANTEED 


Prem Casta and Measurements WITHOUT Leaving Home 
Send for our New Illustrated Catalogue 


MINNEAPOLIS, MINN. ‘ U.S. A 


Ore 


R. R. DONNELLEY & SONS-CO,, PRINTERS, 
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